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HE NEWLY BORN human or animal in- 
fant demonstrably has capacity to acquire 
bacteria, Sixty-five per cent of unvaccinated preg- 
and viruses after injection of the corres- nant women lacked antibodies to one or 
ponding antigen into the mother during pregnancy. more poliovirus types, according to neutrali- 
antibodies were first shown to be passive- zation tests on serum done with Hela cell 
ly transferred from the human mother to her infant cultures. Two injections of formalinized polio- 
by Aycock and Kramer in 1930.' Since that time myelitis given during pregnancy 
passively transmitted maternal immunity has been reduced the incidence of incompletely 
recognized as a factor in the resistance of newborn tected women to 18%. The infant at birth 
children to poliomyelitis.” usually showed ired antibodies 
It has been suggested that placentally transferred ot @ level equal to or slightly below that of 
passive immunity to poliomyelitis can be converted ray ays 
to active immunity by subclinical infection during bi weeks 
the phase of declining protection by maternal anti- gp pes 
induction of active immunity could Oe 
partially explain the low frequency of poliomyelitis injections of vaccine when the infants were 
epidemics in most tropical and subtropical coun- one year old or less, their antibody responses 
frequency, were poorer than those of their mothers 
as socioeconomic hygienic conditions 
in these areas. 
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The studies begun at the University of 


Taare 1.—Percentage Distribution of Poliovirus Antibodies 
by and Titer Among 186° Pregnant Women Be- 
fore Vaccination (Naturally and 136 Pregnant 
Women After Two Injections} of Poliomyelitis Vaccine 
Naturally Occurring Vaccination 
Titer Level 1 23 
4,096 or greater .......... 27 432 616 
206 B56 BA US 198 
16 ae» ns ne 
Not measurable (<4) “uo 2S 


3 
8 


mented with 3% chicken or monkey serum and 
added bicarbonate for culture -naintenance, and 
dispensed in into four tubes per 
serum dilution. HeLa cells then were 
added to tubes, which were slanted and incubated 
at 36 C. Cultures were inspected under the micro- 
scope daily for four days to detect cytopathogenic 
effect. Serum titers, as usual, are reported as recip- 
rocals of dilutions for which 1-ml. samples were 
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calculated to destroy 50% of the culture tubes in- 


prior to recep- 
any litis vaccine is shown by titer 
in table 1. No antibodies to any type of poliovirus 
were detected in serums (1:4) from 11.3% of the 
group. Antibodies to one or two types were 
in Antibodies to all thre types of poiovirs 
were detected in serums from 35.1% of 


The present study was designed (a) to deter- re 
mine the incidence by titer of naturally occurring oculated. Serum tests, including those with appro- 
poliovirus antibodies in pregnant women; (b) to priate cell and serum controls, were assayed with 
compare the antibody response of pregnant women 100 tissue culture infective doses (TCID;9) of polio- 
to formalinized (Salk) poliomyelitis vaccine * ad- virus types 1-3 according to titers determined on 
ministered subcutaneously or intradermally; (c) to each day of testing. When primary serum dilutions 
measure naturally occurring and vaccine-induced (1:4) were inactive, titers were classified as “not 

measurable.” 
Results 
Distribution of Poliovirus Neutralizing Antibody 
out previous actively immunizing experience. in Secs aes specimens representa- 
tive 188 pregnant women participating 
Materials and Methods in the study were successfully assayed for neutral- 
— izing antibody. Distribution of “naturally occurring” 
ob- 
stetrics and gynecology, and pediatrics and the 
School of Public Health were made possible by 
voluntary participation of 188 pregnant women 
registered for obstetric care at the University of 
Minnesota Hospitals. The average patient age was 
26.7 years (range, 17-42); about two-thirds of the Therefore, 65% of these women were incompletely 
group were private patients. protected by antibody. Only a small number of the 
women exhibited antibody titers equal to or ex- 
ceeding 1,024. 
Response of Pregnant Women to Poliomyelitis | 
Vaccine.—Subsequent to the 1955 poliomyelitis sea- 1 
son in Minnesota, 138 pregnant women participated V. 
in a study program of immunization with Salk y, 
vaccine prepared in three lots by two commercial 
manufacturers. Approximately 50 women were in- 
jected with each lot; half of the group received a 
smaller amount of the vaccine intradermally (two 
doses of 0.2 ml. given three to four weeks apart) 
rather than the usual larger amounts subcutaneous- 
~ * Two serum specimens lost. ly (two doses of 1.0 ml. given three to four weeks 

Giren oF intradermally. apart) used for the remainder of the group. Since 

spontaneous abortions usually occur before the 16th 

Specimens.—Samples of maternal blood for anti- week of pregnancy, no initial injection was given 
body assay were obtained by antecubital fossa veni- to the mother before this time, as calculated from 
puncture; infant blood was withdrawn from the the last menstrual period. This precaution reduced 
internal jugular vein. the possibility of the patient associating vaccine 

Quantitative Assay of Poliovirus Neutralizing administration with abortion if such should have 
Antibody.—For antibody assays, HeLa cell cultures occurred. Further, no initial injection was given 
were prepared and rinsed as previously recom- after the 30th week of pregnancy, so as to permit 
mended ° for application of the dispersed cell tech- maximum antibody response to the second injec- 
nique to use of mammalian cells in continuous tion before delivery. Blood samples were collected 
culture. Test serums diluted 1:4 in yeast extract immediately before the first injection and approxi- 
medium ee mately four weeks after the second. With very few 
minutes, serially diluted fourfold in YEM supple- exceptions, all injections were performed by the 

same investigator (K. A. P.). Intradermal injections 
of 0.1 ml. of vaccine into the skin of the flexor 
surface of each forearm were given. By this tech- 
nique, a total of 0.4 ml. of vaccine was adminis- 
tered intradermally, in contrast to the 2.0 ml. given 
subcutaneously. Assays were completed on serums 
representative of 133 of the original 138 partici- 
pants. The distribution among the 133 vaccinated 
women for serum taken before vaccination is as 


with 18% of the women. These figures indicate that 
73% of the women previously without complete 
antibody protection developed measurable anti- 
body to all three poliovirus types after two in- 
jections of Salk vaccine. Frequency of pregnant 
women responding with antibody titers of 1,024 or 
greater was increased significantly for each polio- 
virus type (table 1). 


and after vaccination (table 2) vaccine given 
intradermally elicited as satisfactory an antibody 


in contrast to the proportion of women so respond- 
ing when subcutaneously vaccinated (table 2). 


the 
did not differ 
passively trans- 
, rate of decline also 
did not appear to be influenced by the initial titer 
A , rates of decline for all infants 
were averaged to determine the half-life of the 
passively transferred antibody (see figure). The 
indicated half-life of the poliovirus antibody was 
wey > oe At 9 to 12 months of age, the ma- 
jority 


Taste 2.—Response of 136 Pregnant Women to Two Injections of Poliomyelitis Vaccine, Measured as 
Proportion of Pregnant 


Geometrically Averaged 
Women with Titers Not Measurable Before and After Two 


Ratios of Poliovirus Antibody Titers, and of 
I 
Response to Vaccination Type* 
Subcutaneous Intradermal 
$5 Averaged Ratio Not Measurable, Frequency Averaged Ratio Not Measurable, Frequency 
12 91 os 91 13.5 123 0/% ou 3/2 
(%) (%) (2%) (25) (22) 
10.7 Ow 0% ow 18.6 1 3/19 0/10 2/19 
(2) ) (19) a7) 
9184 -653802 a4 4/23 0/%3 423 170 7/22 5/22 
(19) (19) (15) (21) 
* Number of averaged observations is recorded in parentheses. 
Transfer of Poliovirus Antibody from Mother to sively transferred poliovirus ; usually, in- 


Fal 


antibody 
jections were begun from 3 to 12 months after 
delivery. Four weeks after a second injection, a 
blood specimen was obtained for determination of 
antibody response. Antibody response of vaccinated 
infants was calculated as the geometric increase in 
poliovirus antibody titer after vaccination, corrected 
for the exponential drop in titer of passively trans- 
ferred antibody as determined by the half-life esti- 


in infants whose antibody levels after vaccination 
were not measurable were considered vaccination 
failures and were excluded from distribution), 53 
(6.07%) showed response to type 1 aritibodies, 68 
(8.60% ) to type 2, and 58 (7.45%) to type 3. After 
two injections of vaccine, 25 (32.5%) of the 77 
infants exhibited titers of antibody to all three 
poliovirus types, 47 (61.0%) showed response to one 
or two types, and 5 (6.5%) did not respond measur- 
ably to any poliovirus type. According to antibody 
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follows: antibody titer to virus of all types, 33.1%; quired antibody titer for each 

to that of one or two types, 58.6%; and to that of 

! no type, 8.3%. After two injections of poliomyelitis 

vaccine, 82% of the women responded with meas- 

Complete failure of antibody response occurred 
The figure also illustrates the typical gradual de- 
cline in antibody titer found for two of the tested 
infants in the first year of life. 

Response of Unexposed Injants to Poliomyelitis 
response as vaccine given in larger amounts sub- Vaccine.—Seventy-seven infants born of mothers in- 
cutaneously. However, a greater proportion of preg- cluded in this study were given two subcutaneous 
nant women vaccinated intradermally failed to re- injections of 1 ml. each of commercially available 
spond measurably to one or more poliovirus types, Salk vaccine four weeks apart. The infants were 

injected initially either on reaching 1 year of age 

ee or on revealing a not-measurable low titer of pas- 
ant and Persistence of Transferred Ant y in 
Infants.—At delivery of the studied mothers, a third 
specimen of maternal blood and a sample of cord 
blood were obtained. At approximately three-month 
intervals during the following year, or until tests 
revealed no detectable titer of persisting antibody, 
blood samples were collected again from infants. 

at delivery wit ood antibody titer (table 3) mate. Of these infants who had no previous actively 


2 


a 


ANTIBODY TITERS (Log Scale) 


= 10 5060 
TIME IN WEEKS 


Rate of decrease in titer of poliovirus neutralizing antibody 
passively acquired by human infants ( “half-life” = 37 days). 


or more types of poliovirus. Where supplies of 
poliomyelitis vaccine are limited, assignment of 
priority to pregnant women therefore seems justified. 

Two injections of the vaccine given during preg- 
nancy reduced the proportion of women with 
demonstrable antibody from 65 to 18%. Undoubt- 
edly a full course of three or four vaccine injections 
would reduce the proportion still further. Usually, 
however, such a vaccination series cannot be com- 
pleted during pregnancy because the recommended 
interval to the third injection falls after time of 
delivery. 

Von Magnus and associates * used the intradermal 
route for injection of about 420,000 Danish children 
with formalinized poliomyelitis vaccine. Their re- 
port led us to use the pregnant women under study 
in two groups to learn the comparative antibody 


(Cord) Antibody Titers at Time of Delivery 


2 
87 

Cord blood titer+1 dilu- 
tion of maternal 0.9 738 
Cord blood titer less by 
2 or more dilu 

Not measurable .......... 2% 7 16 
Total observations 108 
involved use of vaccine stored the 
tion date indicated on the vial (but not the 


Immunotype Among 
tions of Poliomyelitis Vaccine in the First Year of Life 


Type 
Titer Level 2 
1024 or greater 0 0 13° 
26 0 26 26 
53 14.8 ns 
16 68 31.6 6.4 
Not measurable 43.5 184 35.5 
* One infant had a titer of 1,024 at time of first vaccine injection nine 


uniform, the duration of congenital antibody pro- 
tection is a function of the amount of antibody 
possessed at birth. In the present study, the great 
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titer, 67.5% of infants were incompletely protected response to two injections of vaccine, three to four 
against all three types of poliovirus. The percentage weeks apart, given as 0.4 ml. by the intradermal 
distribution of titers by immunotype (table 4) re- route to one group and to the other group sub- 
veals few titers greater than 64. Response to vacci- cutaneously in the recommended 2-ml. divided 
nation against type 1 virus was below the limits of dose. The results indicate an antibody response to 
measurement in 43.5% of instances, to type 2 in 0.4 ml. of vaccine by the intradermal route, which 
18.4%, and to type 3 in 35.5%. is comparable to the larger antigenic mass given 
C subcutaneously. These findings are not in full agree- 
ment with Salk’s experience.’ It may be noted for 
consideration when vaccine supplies are limited 
that results here obtained by intradermal injection 
Taare 3.—Distribution of Maternal and Newborn Infant 
Frequency of Antibody Levels 
1024 | 
256 
64 acceptable six-month grace period ). 1 
It is generally accepted that the newborn infant Vv. 
' is resistant to certain bacterial and virus diseases as 
6 \. a result of antibody received from a mother who ‘ 
has been immunized by natural infection or previ- 
5 ous vaccination. The infant at birth usually shows 
antibody at a level equal to or slightly below that 
. of the mother. The duration of immunity so con- 
ferred on the infant depends on the rate of elimi- 
nation of antibody from the infant and on the 
amount present at birth. Assuming that a certain 
TaB_e 4.—Percentage Distribution of Poliovirus Antibody by 
titer of 1:16. This probably represents natural actively immunizing 
experience with live type 3 virus. 
reasonable protection against infection, and since 
the rate of loss of passively transferred antibody is 
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majority of infants possessing titers at birth equal 
to or exceeding 1,024 still exhibited measurable 
titers as late as from 9 to 12 months of age. Al- 
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inferior for all three virus types to that of the group 
of pregnant women. 
1060 Mayo Memorial (14) (Dr. Syverton). 


This study was aided by a grant from the National Foun- 
dation for Infantile Paralysis, Inc. Dr. Martins da Silva's 
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the level of acquired antibody at birth. After two 
injections of poliomyelitis vaccine, 32.5% of 77 in- 
fants one year of age or less had measurable anti- 

though antibodies of such concentration were rare body to all three poliovirus types. Infant response 

in unvaccinated pregnant women, they could be to the Salk poliomyelitis vaccine appeared to be 
produced by two injections of formalinized vaccine 

in a reasonable number of cases (35-52%, see 

table 1). From these studies, it is concluded that 

use of Salk vaccine during pregnancy significantly 

and prolongs passive immunity of the newborn participation was made possible through research grants 

infant. from the Elizabeth Kenny Foundation. 
The antigenic response of infants less than 1 year References 

of age to two injections of vaccine appeared con- 

cording to measurement of response as geometric 

average of fold increase in antibody titer. This 2. (a) Theiler, M.: Studies on Poliomyelitis, Medicine 

srossman, P.: m Mouse- 
mothers had experienced some actively immunizing Virus by Seen of Childven, shetvacted, J, Bact. 
contact with poliovirus at some time before vacci- (May) 1946; (c) Neutralization of Mouse-Adapted Poliomy- 
nation. After two injections of poliomyelitis vac- elitis Virus by Sera of Patients, Family Contacts, and Normal 
cine, the percentage distribution of antibody to Children in Los Angeles, Am. J. Hyg. 472335-344 (May) 
that nonvaccinated pregnant women. This find- Immunity, ibid. (Hov.) 1048. (e) Gear, 
ing, likewise, may mean that the response of many J. H. S.: Distribution of Antibodies to Poliomyelitis Viras in 
women was secondary rather than primary. Anti- General Population, in Poliomyelitis: Papers and Discussions 
body levels induced in the infants by reception of Presented at the Third International Poliomyelitis Conference, 
Salk vaccine were lower than levels of “naturally PP. ~148. 
” . la aul, J. R.: jiomyeltitis, in 
pe  cgerconeen in the mother (compare ta Poliomyelitis, World Health Organization conten series 
26, New York, Columbia University Press, 1955, pp. 9-29. 
Summary Gear, J. H. S.: (b) Poliomyelitis in Under-developed Areas 
of World, in Poliomyelitis, ibid., pp. 31-58; (c) Epidemio- 
Response of human mothers and their infants to logical Patterns of Poliomyelitis in Southern Africa, Med. 

immunization with Salk poliomyelitis vaccine was South Africa (supp. to South African M. J.), pp. 19-25, 

assessed through assay of neutralizing antibodies 1957. (d) Martins da Silva, M., and Syverton, J. T.: Polio- 

in serum specimens. HeLa cells in continuous cul- myelitis Survey in Rio de Janeiro, Pub. Health Rep. 712395- 

ture and associated techniques developed for mass 

epidemiologic studies were employed for assay of 

antibodies of 186 pregnant women. Before vaccina- 

tion, 35% showed antibodies to all three recognized 

poliovirus immunotypes and 11% showed no de- 

tectable antibody to any type. After two injections 

of vaccine, 82% of 133 pregnant women showed 

measurable antibody to all three poliovirus types. 

Where measurable antibody resulted, production 

by intradermal inoculation of two 0.2-ml. doses of Change of HeLa Cell Cultures for Assay, Proc. Soc. Exper. 

vaccine at three-to-four-week intervals was as effi- 

cient as two 1-ml. doses. 

Infants born to tested mothers (a) exhibited 

antibody levels essentially the same as the mother’s, 

according to assay of cord and maternal blood at 

delivery; (b) eliminated half of the passively trans- 

ferred antibody to poliovirus types 1, 2, or 3 in 

about five weeks, without respect to the neonatal 

antibody level indicated by cord blood titer; and 

(c) retained passively acquired antibody in meas- 

urable quantity for a postnatal period related to 
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STAPHYLOCOCCIC PNEUMONIA IN INFANCY AND CHILDHOOD 
ANALYSIS OF SEVENTY-FIVE CASES 
W. Hardy Hendren III, M.D. 
Raber J. Hagerty, M.D, Boston 


In recent years a change has occurred in the 
requiring 


1). This may progress rapidly to patchy consoli- 
dation of peripheral distribution, unlike the peri- 
bronchial infiltration of aspiration pneumonia. At 


6 

pitalization.’ During the winter and spring months Primary staphylococcic pneumonia is an 

pediatric wards are no longer filled with numerous important entity which requires the attention 

patients with pneumococcic and streptococcic pneu- of both physician and surgeon, for a child 

monia; most of the time such patients are being with this illness often needs the services of 

treated satisfactorily with antibiotics in the home. both. As with any pneumonia in infancy, the 

There does seem to be, however, an increasing presenting signs and symptoms may suggest 

incidence of primary staphylococcic pneumonia.’ an acute abdominal condition. The following 

To characterize this disease as it has been seen in are the criteria for diagnosis of staphylococ- 

recent years, a detailed analysis has been made of cic pneumonia: (1) a positive culture for 

75 consecutive patients treated at the Children’s hemolytic Staphylococcus pyogenes var. 

Medical Center during a period of approximately aureus from empyema fivid, or from lung 

six and‘ one-half years (1951 through July, 1957.) parenchyma at autopsy, together with com- 

Our presentation of these data will emphasize that patible clinical and radiologic findings, or 

this is an important entity which requires the atten- (2) the roentgenographic finding of cystic, 

tion of both physician and surgeon, for a patient radiolucent areas in the lungs of an infant 

with staphylococcic pneumonia often needs the with active pneumonia. Treatment of these 

services of both. , patients includes vigorous supportive care, 1 

blood transfusions, prolonged treatment with 

We are concerned in this paper only with tube thoracotomy drainage. 

primary pneumonia produced by the hemolytic 

Staphylococcus pyogenes var. aureus. This series 

does not include any of the numerous patients with 

chronic debilitating diseases, such as pancreatic Radiologic Findings 

fibrosis or agammaglobulinemia in which pneu- There are several distinctive x-ray findings in 

monia is merely a complicating event and from staphylococcic pneumonia in infancy that are found 

which the lung frequently vields at autopsy a posi- in bacteriologically proved cases and rarely found 

tive culture for Staph. pyogenes var. aureus. associated with pneumonias of other etiology.‘ The 
The following criteria for diagnosis of staphy- recognition of these characteristic roentgenographic 

lococcic pneumonia have been used: (1) a positive changes permits the presumptive diagnosis of 

culture for hemolytic Staph. pyogenes var. aureus staphylococcic pneumonia even when one cannot 

(hereafter designated as “positive culture”) from obtain cultural proof, either because there is no 

empyema fluid, or from lung parenchyma at au- roe | fluid oo San the patient has received 

topsy, together with a compatible clinical and =  oeeene: 

radiologic picture; or (2) the roentgenographic Distribution —There may be a focal, segmental, 

finding of cystic, radiolucent areas in the lungs of | °% lobar distribution of the infiltration on roentgen- 

an infant with active pneumonia. A positive nose —- die a of the chest. This —- 

and throat culture for Staphylococcus in the pres- the 

ence of clinical signs of pneumonia is not a valid 

for making the diagnosis of staphylococcic stages in a lung at a 

pneumonia, inasmuch as a high proportion of pa- single examination. 

tients hospitalized for other conditions also harbor Initially, x-ray examination of the chest of even 

such organisms. an extremely ill child may reveal very little except 

a faint focal mottling of the lung parenchyma (fig. 

Associate Instructor in Pediatrics, Harvard Medical School, and Asso- 

(Dr. Haggerty). Dr. Hendren is now Resident Surgeon, Massachusetts 

General Hospital. 
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Fig. of male refered with diagnosis of A, minal harness of sight 
lung. B, pleural effusion. C, tension of lung on insertion of chest catheter. 


Lobular 
ectasia, or multiple blebs, is apparent. E, although not taken during inspiration, no residual 
abnormality present. 
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a later stage, coincident with bronchial and alveolar 
necrosis, characteristic of this suppurative pneu- 
monia, multiple cyst-like emphysematous blebs ap- 
pear. These result when air enters the interstitial 
by way of necrotic areas in the small bron- 
, becomes trapped, and gives a picture suitably 
described by Neuhauser and Wittenborg * as “lobu- 
lar ectasia” (fig. 1). This roentgenographic finding 
was present in 65 patients (87%) in this series. 
Those patients in whom this finding was not pres- 
ent were principally older children who presented 
as having neglected empyema (fig. 2). This corre- 
lates clinically with the superior ability of the older 
tient to localize the infection,’ as opposed to in- 
ahem spreading infection with bron- 
chiolar necrosis seems to be an almost constant 
feature of staphylococcic pneumonia. 
Pneumatocele Formation.—Certain of these small 
cyst-like accumulations of air may then expand 
with alarming rapidity, compressing adjacent lung 
tissue and frequently rupturing into the pleural 
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right; in 22 (29.3%) it was on the left; and in 10 
(13.3%) it was bilateral. We have not encountered 
bilateral pleural complications, such as pneumo- 
thorax, requiring tube drainage of both pleural 
spaces, but certainly this can occur.” 

It is important to emphasize the great rapidity 
with which the x-ray findings may progress, from 
minimal infiltration to empyema and tension pneu- 
mothorax in a few hours. This is graphically illus- 
trated by a patient (fig. 1) in whom the initial film 
showed only minimal ill-defined localized increase 
in density in the right lower lung field, which pro- 
gressed in 12 hours to a large pleural effusion and 
in 24 hours to a tension pneumothorax, requiring 
decompression as a lifesaving measure. 

It is also worthy of emphasis that there may be 
a complete dissociation of the clinical state of the 
patient and his x-ray findings. Not only may a very 
ill child present few roentgenographic signs ini- 
tially, but later, during convalescence, a child who 
appears clinically well and afebrile may develop 


Mon 


(AFTER DECORT 


Fig. 2.—Roentgenograms of Iayearad girl. A, unresolved empyema after initial treatment elsewhere. B, appearance after 
catheter drainage and débridement. C, essentially normal decortication. 


one month of use of enzymatic 
causing a tension pneumothorax, which usu- 
requires immediate decompression. Thirty-four 
patients (45%) in this series did develop such 
pneumatoceles (fig. 3). There were 14 patients 
(19%) with simple pneumothorax, but, more im- 
portant, there were 17 patients (23%) with tension 
er nce There were four patients (5%) with 

brothorax. 


Empyema.—Empyema is the second most fre- 
quent finding, occurring in 53 of these patients 
(71%) (fig. 2 and 4). Indeed, it is rare for empyema 
in an infant to be due to any agent other than 
Staph. aureus. The combination of 
empyema rax (pyopneumothorax ) 
is characteris this type of infection. 

Although it is reasonable to presume that most 
cases of pneumonia are bilateral to some degree, 
our findings (by x-ray and clinical examination ) 
showed pneumonia to be confined to one side of 
the chest in the vast majority of these patients. In 
43 patients (57.3%) the pneumonia was on the 


appearance after 


tremendous pneumatoceles and a degree of pul- 
monary compression with which one would expect 
great distress to the patient. This is well demon- 
strated in the patient shown in figure 3, in whom 
pneumatocele formation after hospital discharge 
prompted readmission of the child in spite of his 
clinical well-being, for fear that sudden difficulty 
might arise &t home, 100 miles distant. 

Duration of X-ray Findings.—It often takes sev- 
eral weeks for the pulmonary roentgenographic 
signs to subside completely; this has prompted the 
continuation of therapy with antibiotics for three 
to six weeks after discharge. Pleural thickening 
may be evident by x-ray for four to six months. In 
no case has permanent change been apparent in 
either lung or pleura on long-term follow-up films. 


Clinical Features 


Incidence.—Figures 5 and 6 depict the yearly 
and seasonal incidence in the 75 patients here 
studied. The total number of patients seen yearly 
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with chest catheter. C, ou 
ec, alter stable x-ray findings 
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Fig. 3.—Roentgenograms of child. A, with left tension pyopneumothorax. B, lung after drainage 
s emphysema from active bronc pneumatoceles, seeng 
for one week. E, further pneumatocele enlargement on readmission after five 
weeks. F, at six weeks, insertion of new tube, with gradual deflation of pneumatocele. G, at four months, minimal pleural 
thickening on left side, which later subsided, but normal lung parenchyma. 
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seems to be increasing. Patients have been encoun- 
tered during every calendar month, although there 
is a wintertime preponderance. 

Age and Sex.—As shown in figure 7, there were 
51 males and 24 females in this series. The average 
age was 15 months, with the single largest group 
occurring in the range of 1 to 6 months (a total of 
38 patients [51%] ). 


Fig. 4.—Roentgenogram of 2-week-old infant with massive 
empyema. Death occurred shortly after film was taken and 
before drainage could be done. Air bubbles in empyema 
furnish clue of staphylococcic etiology, confirmed by cultures. 


Although this is a disease of infancy 
and early it is occasionally seen in older 
children, as shown in figure 7. The older subjects 
characteristically presented with massive empyema, 
from which Staph. pyogenes var. aureus grew in 
culture, and gave histories of respiratory infections 
treated with antibiotics with only partial improve- 
ment in symptoms. In general, they did not have 
the extreme toxicity, pulmonary bleb formation, or 

rax seen so often in the infant age group. 

Pathogenesis.—In the majority of these cases no 
specifio history of exposure to staphylococci was 
noted, although 20 patients (27%) were found to 
have cutaneous staphylococcic infections and 15 
patients (20%) gave a history of family exposure to 
respiratory infection or to another infection, such 
as mastitis in the mother. Three cases occurred in 

tients who were already in the hospital conva- 

g from various other surgical procedures, 

(harelip repair, pyloromyotomy, and splenectomy 

for thrombocytopenic purpura). Unfortunately, no 
ge typing of these organisms was 

t it is likely that only certain specific types are 
capable of producing such disease as this and that 
many of the patients presenting with staphylococcic 
infections during the entire first year of life have 
“hospital strains” acquired during the infant's stay 
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in the nursery for newborn infants.” (Since comple- 
tion of this analysis, phage typing of the staphylo- 
cocci isolated from empyema fluid has been per- 
formed on several specimens; most were type 80-81 
or 52-42B, so-called hot strains. ) 

Previous Treatment.—Fifty-three children (71% ) 
had been given antibiotics to admission to 
this hospital. Thirty-three patients (44%) had been 
hospitalized at other institutions prior to admission 
and were transferred when it became apparent that 
they were not improving on the drug therapy being 
given or that such pleural as pneu- 
mothorax had 


Physical Signs.—In 67 patients (89%) there were 
physical signs on admission indicative of pneu- 
monia with pleural complications of empyema or 
pneumothorax. It is significant that eight subjects 
(11%) had no signs referable to the chest initially. 
Two patients had hemoptysis. 

C Nose and throat cultures were ob- 
tained in 69 patients, of which 53 (77%) were 
positive for Staph. pyogenes var. aureus. Blood cul- 
tures were obtained from 51 patients, of which 10 
(20%) were positive. Cultures of the empyema 
fluid were obtained in 45 of the 53 patients in 
whom fluid was present (as shown by x-ray), and 
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Fig. 5.—Yearly incidence of staphylococcic pneumonia, 
1951-1957 (75 cases). Since completion of this analysis, 
over 25 patients have been admitted to this hospital with 
staphylococcic pneumonia from July through December, 
1957, confirming trend toward increasing incidence. 
35 (78%) were positive for Staph. pyogenes var. 
aureus. In three patients in whom we found typical 
empyema exudate by aspiration, gram-positive 
cocci could be seen readily on smear examination 
of the fluid, but no organism grew out on culture; 
this fact undoubtedly reflected previous adminis- 
tration of antibiotics. Of the 35 patients with posi- 
tive pleural cultures, 5 also had positive blood cul- 


Fig. 
1951-1957 (75 cases). 


count, 600 white blood cells per cubic millimeter, 
was observed in a moribund premature baby who 
died on the second hospital day. 


Fig. 7.—Age and sex distribution of staphlococcic pneu- 
monia, 1951-1957 (75 cases). 


alone, because the vast majority of these organisms 


more effective than either alone, for there is experi- 
mental evidence that the emergence of resistant 
organisms is less likely to occur when they are used 
together." We usually administer the drugs by the 
intravenous or intrainuscular route initially, switch- 
ing to the oral route only after a satisfactory clin- 
ical response. Usual drug dosages are in the range 


mycin to a maximum of 2 Gm. per day for each. It 
is current practice to continue this therapy for three 
to four weeks after discharge from the hospital in 
the severely ill patients. The average duration of 
hospital stay in this series was 26 days. Fifty-seven 
of these 75 patients (76%) received chlorampheni- 
col and erythromycin, some in combination with 
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tures. Blood cultures yielded hemolytic Staph. hemoglobin values of 7 to 8 Gm. %, secondary to 
pyogenes var. aureus in five additional patients, in overwhelming sepsis and loss of blood constituents 
whom pleural fluid cultures were not performed. in formation of empyema fluid. They often benefit 
We have not resorted to the lung puncture tech- from multiple transfusions to keep their hemoglobin 
nique as reported by Disney® for establishing a values in the range of 12 to 13 Gm. %, at which 
diagnosis of staphylococcic pneumonia. level they seem to recover better from their illness. 
With bacteriological proof of hemolytic Staph. Therapy with antibiotics must be specific and in 
in only 40 (53%) of the 75 adequate dosage. One cannot rely on penicillin 
one might well raise the criti- 
disease in the remaining pa- : 
and previously by Campbell," it is | 
phic find- | 
fail to | 
Antibiotic Sensitivities —Complete antibiotic sen- 
sitivity tests were not performed in a number of the 
earlier cases in this series. Disk sensitivity tests 
were done, however, in 46 patients (61%), and in 5 2 
40 of these the organisms were resistant to peni- " 
cillin. None were reported as resistant to chlor- 
amphenicol or erythromycin. 
White Biood Cell Count.—These patients charac- 
teristically present with an elevated white blood - 
cell count. The average value for this series was ous 
) 31,000 white blood cells per cubic millimeter. The i 
8 highest value of 104,000 occurred in a 2-month-old g 
infant with a tension pyopneumothorax. The lowest Seer 2. 
OF PANENTS 
10 10 are resistant to penicillin. Most of these infants are 
§ now treated at this institution with a combination 
° of chloramphenicol and erythromycin as soon as the 
4 , clinical, radiologic, or bacteriological picture sug- 
gests the diagnosis of staphylococcic pneumonia. 
The concomitant use of these two drugs may be 
aay * aus. oct Ofc 
ee of staphylococcic pneumonia, 
of 100 mg. per kilogram per day for chlorampheni- 
Treatment.—These are usually critically ill in- 
fants. Many require, in addition to appropriate 
antibiotics, such vigorous general supportive care 
as blood transfusions, oxygen, humidified atmos- 
phere, and, often, surgical drainage. These babies 
are frequently anemic on admission, with blood 
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other drugs as well. Eighteen patients (24%) were 
treated with other antibiotics, principally during 
the early part of the series. Figure 8 illustrates the 
chest of a patient treated solely by medical means. 

Closed-tube thoracotomy was necessary in 30 
patients (40%). Enzymatic débridement was em- 


J.A.M.A., Sept. 6, 1958 


Surgical Considerations 
Several distinctive features of staphylococcic 
pneumonia are of surgical significance. Foremost is 
the extreme rapidity with which events may pro- 
gress. Wo have some 6 
minimal indications of pneumonia change in a few 


Fig. of patient trate with A, stile bles, a 
pleural fluid. B, one pneumatocele. C, essentially normal appear 


ployed in 12 patients (16%). Decortication was 
required in four patients (3%); none of these pa- 
tients had been treated initially at this institution, 
but they were referred at a later stage with un- 
resolved empyema and resultant pleural thickening, 
with encasement of the lung. The conditions of all 
patients ultimately cleared completely, with no 
scoliosis resulting. 


Deaths 


There were nine deaths (12%) in this series, four 
in premature babies and all but one in infants 
under 3 months of age. The table summarizes 


hours to an exceedingly distressed baby, at death’s 
door, with a tension pyopneumothorax. This is 
illustrated well by the roentgenograms in figure 1, 
of a 5-month-old male with a distended abdomen 
referred for consideration of an intra-abdominal 
process. Examination revealed minimal -signs of 
pneumonia. He developed tension pyopneumo- 
thorax within 24 hours, necessitating insertion of a 
chest tube as a lifesaving measure. 

The use of closed-chest drainage in selected cases 
performs a dual role. First, by evacuation of air 
and pus from the pleural space, there is often an 
immediate improvement in ventilation, a point of 


Staphylococcic Pneumonia: Nine Deaths from Series of Seventy-five Cases 


4h. Gm, remature: trea 


empyema; treatment started with 


referra 1 diagnosis of 


serted: died on sixth hospital day: yo ox 


and erythromycin 


prema (fig. 4); therapy with 
erythromycin 


arks 
ted in tal for 22 days 
streptomycin, sulfadiazine, ‘end oxytetracy (Terram 


Premature: a twin: sinee day of Bilate 


Pertinent Aut 
Findings 
yein): gradual down. lung a 


Respiratory distress for four wk.: referred as diaphragmatic hernia: massive Pneumonia with abscess 
penicillin and streptomycin; died on first $ 
hospital day, before seheduled drainage could be performed 


Premature with cough for 2? wk.: treated with penicillin and strepsomedn, and Bilateral pneumonia: 
later chloramphenicol (Chioromyeetin) and erythromycin: gradual decline. 


pyopneumothorax: eft empyema 
chloramphenicol, 


Three days of anorexia, respiratory 7 Se. and vomiting; massive left em Massive empyema: 

h, streptom 

started: died on one day in hospital, without drainage 

Treated for two menthe elsewhere for pneumonia, slowly declining: vied two Marked —y 
with a 


yein, chloromyecetin, and bilateral pneumonia 


days after admission; on therapy with chloramphenicol and erythromy 


cin; improved, but then aspirated a gav 
1 mo. Sept., 196 Admitted in 
oer: developed Sta 


pneumonia with tension pneumothorax: tube inserted; 


antibiotic dosvage 
6 wk. Nov., 106 Admitted in seute distress 


t ation on secon: 


n 
poor condition with pyloric continued t 
phylococens infection at site of sealp v 


with pyopneumothorax: immedi 
am jeol and oy ee dramatic initial improvement but sudden de- 
day 


Premature admitted in extremis: developed tension pneumethorax, relieved 
with a tube: therapy with penicillin, sulfa: ~ erythromy- 


aspiration of feeding 


to postop. Bilateral pneumon 
ein infusion, pylorie canal - 
died six hours: 


ate tube: chlor. Bilateral lung abscesses 
(fig. 9); pus in pert- 
eardium 


considerable importance when parenchymal in- 
volvement is sufficiently extensive to reduce the 
baby’s vital capacity to a low level. One frequently 
sees a prompt diminution in the over-all toxic state 
of the patient with evacuation of exudate, as shown 


by the patient in figure 3, whose temperature fell 


Aiea A B 
1 
Age Date 
1 mo. Jan., 1958 
myelitis of skull 
hypoplastic kidneys 
2 wk, May, 194 ral pneumonia; 
2 wk. Nov., 194 
19 mo. April, 1955 
1 wk. June, 1956 
ia: 
quate 
points of interest regarding these patients. The last 
death is the only one of the nine which came as a 
surprise to those caring for the child; this patient 
was the only one who died in spite of therapy 
which, by present standards, would be considered 
edequate 


from 105 F (40.6 C) to 99 F (37.2 C) in 
fluid 


amount of fluid, and the patient is rapid- 
m for a few 

, but not if there is any appreciable collapse 
of the ipsilateral lung. It is imperative to obtain 
frequent roentgenographic examination of the chest, 


ingress of air on inspiration by the patient. 
sometimes impossible to differentiate between 


tension and a 
pneumatocele later in the course 
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. Second, 
by producing prompt reexpansion of the lung, one 
averts the distressing complication of fibrothorax, 
which eventually requires decortication, a formida- 
ble and not always a satisfactory surgical under- especially in the initial days of this disease. Needle 
taking. thoracentesis was performed on 30 patients in this 
Indications for Tube Drainage.—One cannot de- series, principally as a single tap for bacteriological 
fine dogmatically the precise indications for use of study of empyema fluid. 
a thoracotomy tube, except to state that it is a We have tended to avoid repetition of needle 
conservative measure which should be used per- insertion for several reasons: First, insertion of a 
haps more often than it is. Certainly, tubes have chest tube is very little more of a pivcedure and 
been used in a higher proportion of the patients, is infinitely more eftective. We have repeatedly 
in the latter part of this series of 75, with gratify- observed that chest taps with needles of apparently 
ing results, and no complications have resulted adequate caliber yield only a few cubic centimeters 
from insertion of these tubes in the 30 patients of pus, whereas a chest tube used immediately 
(40%) treated in this manner. Of the nine patients thereafter evacuates over 100 cc. of material. Sec- 
who died, four had had tubes inserted. One died ond, there is a real danger of lacerating underlying 
of aspiration of a gavage feeding. In another, the lung parenchyma with a needle’s sharp beveled 
iii edge as the lung expands. 

Cee. = # A tube should be inserted immediately in any 
¥ reife case in which a tension pneumothorax develops, 
Bat, Bae and it is probably the safest course to take when 
any pneumothorax appears spontaneously early in 
Eire the course of this disease, for a small pneumothorax 
bi ; can build up fatal tension in a very short time. If 
ae faced with such an emergency, without equipment 

7 ready for immediate insertion of a tube, one can 
i: f always release a tension pneumothorax by insertion 
ay: of an ordinary hollow-bore needle through an inter- 
* space. A further refinement consists of attaching a 
BY piece of rubber tubing to the needle, placing the 
4 distal end of the tubing just beneath the surface 
$1 of some water in a container, a so-called water- 
Fes seal, which permits egress of air under tension but 
Fig. 9Portion of left lung of infant who died from acute a brs 
staphlococcic pneumonia. ote multiple abscesses. a 
disease, and we have observed no ill-effects from 
tube was inserted at a time when the child was insertion of a chest tube directly into such an air 
already moribund with overwhelming generalized _—_collection in several instances. 
sepsis. Two others died with massive bilateral We prefer the use of 8 to 10 cc. of water of 
pulmonary involvement in spite of adequate evac- suction, combined with a water-seal bottle closest 
uation of their empyema and pneumothorax, which to the patient (fig. 10). It is important, and some- 
was unilateral in each patient. It is highly significant times overlooked, that the chest tube never be 
that only four deaths occurred in those patients clamped during the early phase of this illness, 
with complications requiring tube drainage, for such as when the patient leaves his ward to have 
that group of patients were, generally speaking, the an x-ray examination performed, lest a tension 
most severely ill of the series. pneumothorax should occur. Instead, the child 
In general terms, any significant collection of should be transported with the tube “on water-seal.” 
pleural fluid should be drained. It is difficult fur- The water-seal bottle must, of course, be kept at a 
ther to define “significant collection.” If the patient level somewhat lower than that of the patient, to 
is in a toxic condition and does not show a satis- prevent siphoning from the drainage bottle into 
‘factory response after 12 to 24 hours of appropriate the chest. 
antibiotic therapy, we regard even a small fluid Technique of Insertion of Chest Tube.—It is more 
collection as noxious, and we have observed great convenient to perform closed drainage of the chest 
benefit from drainage of even small amounts of in an operating room, but if an operating room is 
empyema fluid. Certainly, one should not wait for not immediately available, or the infant is too ill 
total obscuration of the underlying lung (on the to move, it can be accomplished readily in the bed 
roentgenogram) and mediastinal shift before in- or in a simple treatment room. The child may be 
serting a chest catheter. If there is only a small positioned sitting upright (fig. 11) or lying on his 


1° 
V. 
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For infants, a 10 to 12 F. tube is adequate; a 14 to 
16 F. tube is required for older children. Figure 12 
illustrates the rather simple equipment one needs 

for this procedure. 
In no case have we observed a bronchopleural 
fistula from staphylococcic pneumonia fail to close 
ly on closed drainage. None of the 


process 
months (fig. 8). As has been 


compression of adjacent lung, we 
untoward effect, and with deflation of the cyst over 


simulate 
pleural space, apparent after ingestion of barium sulfate ( 


a period of several days. We have not encountered 
a situation in which it was necessary to excise 
such a pneumatocele as described by Fisher and 


Enzymes.—Enzymatic débridement of the pleural 
space has not been used routinely in this institution 
but was employed in 12 patients (16%) in this 
series. It is reserved for those patients in whom the 

is, or becomes, thick and tenacious, often with 

e fibrin clots, which cause drainage to become 
ineffective. It is customary to instill 10,000 to 20,000 

units of st tod ( Varidase ) in 

ky! ys sodium chloride solution into the 
space through the tube, clamp the tube, and 

it remain there for approximately four hours. 
The child must be watched closely during that 
time, for some patients get an immediate febrile 
reaction to this agent, and we have observed the 
temporary reopening of a bronchopleural fistula, 
which may become a dangerous situation with the 
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tube clamped. If either of the above reactions 
occur, the enzymes should be drained immediately 
by unclamping the tube and irrigating with sodium 
chloride solution. These agents are often remark- 
ably effective in liquefying thick pus and facilitat- 
ing drainage. We have observed a moderate degree 
of intrapleural bleeding in two patients after the 
use of enzymes. However, both were children with 
abnormally low platelet counts. 


Differential Diagnostic Considerations 


As with any pneumonia in infancy, the 
picture may seem occasionally to be an acute ab- 
dominal condition. An infant in respiratory distress 
may swallow a sufficient quantity of air to produce 
abdominal distention sad further embarrass respira- 
tion. Under such circumstances, nasogastric Levin 
tube suction may be indicated. 

A diaphragmatic hernia with intrathoracic loops 
of intestine may mimic clinically and by roentgen- 
ogram the picture of staphyloccic pneumonia, 


Fig. 13.—Roentgenograms of baby with ayy picture of a ga respiratory i distress. Multiple “cystic lesions” 


especially if there is compression atelectasis of the 
lung, with fever, pneumonitis, and res- 
piratory distress. Figure 13A shows such a case, 


in which the referral diagnosis was staphyloccic 
pneumonia. The x-ray was indeed suggestive and 


the clinical compatible, but figure 13B 
shows the actual pathology to be a large diaphrag- 
matic hernia, with displacement of most of the 
intestine into the left side of the chest. We have 
seen the reverse occur also, that is, a case of 
staphyloccic pneumonia with predominantly basilar 
involvement simulate a diaphragmatic hernia. A 
loculated empyema situated posteriorly in the 
pleural space of an infant may also simulate a solid 
intrathoracic tumor. 


Summary and Conclusions 


served, wi staphylococcic pneumonia were 
treated by the medical and surgical services of the 


patients required surgical closure. The longest dura- 
tion of air leakage was 31 days. 
weeks or even 
emphasized by 
lesions is not 
necessary, because they disappear spontaneously. 
As previously mentioned, it is sometimes impossible 
to differentiate between a pneumatocele and a 
well-localized, loculated pneumothorax. Under such 
circumstances, with gradual enlargement of the 


Children’s Medical Center. Bacteriological cultures 
were 0 ox the bene 
40 patients (53%) in this series. Typical x-ray find- 


all other patients. Distinctive roentgenographic 
features included the formation of usually multiple, 


though principally a disease of infants, occasionally 
cases occurred in older children. A significant num- 
ber of patients had concomitant cutaneous staphy- 
lococcic infections. Many had previously received 
antibiotic treatment. Physical signs of pneumonia 
were not present initially in some patients. 

We stress the need, in treatment of these pa- 
tients, for vigorous supportive care, blood trans- 
fusions, prolonged treatment with specific antibi- 
otics, and, frequently, closed-tube thoracotomy. 
Closed-tube thoractomy must be regarded as a 
conservative measure which is simple to perform 
and often lifesaving. Among the indications for 


such draina 

Enzymes have been employed in some patients 
whose illness is complicated by empyema. Differ- 
ential diagnostic considerations which have been 
encountered include abdominal emergencies, dia- 
phragmatic hernia, and intrathoracic tumor. Nine 
deaths occurred in this series, and pertinent facts 
related to them have been listed. Staphylococcic 
pneumonia is an important entity with which physi- 
cian and surgeon alike should be familiar, since a 
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VACCINES.—A group of infants was inoculated during the neonatal 
period with aluminum phosphate adsorbed or aluminum hydroxide adsorbed 
diphtheria-tetanus toxoid and pertussis vaccine, combined. The intants were 

observed up to 1 year following completion of the series of three inoculations. Based 
on diphtheria antitoxin titrations, responses to the aluminum phosphate and alumi- 
num hydroxide absorbed antigens were comparable. Based on pertussis agglutination 
titers 1 month and 1 year following vaccination, the aluminum phosphate was better 


than the aluminum h 


adsorbed preparation. Better combined protection 


against diphtheria and pertussis followed inoculation with the aluminum phosphate 
adsorbed antigens. No differences in local or systemic reactions following the two 
types of antigens were observed. The data confirm the desirability of a fourth dose 
or booster dose at 1 year of age when inoculation is begun during the neonatal 
period.—L. S. Goerke, M.D., Pauline Roberts, M.D., and J. M. Chapman, M.D., 
Neonatal Response to DTP Vaccines, Public Health Reports, June, 1958. 
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FIVE-YEAR FOLLOW-UP STUDY OF MEN WHO RETURNED 
TO WORK AFTER A MYOCARDIAL INFARCTION 


Morris M. Weiss Sr., M.D. 
and 
Morris M. Weiss Jr., M.D., Louisville, Ky. 


Most physicians agree that a great many individ- 
uals who survive an acute myocardial infarction can 


after their first myocardial became em- 
economic 
bilitation. Conner and Holt * reported that, of 117 
tients with their first attack of coronary throm- 
year after this attack and 21% at the end of five 
years. By good health was meant a state of health 
which permitted the patient to live his accustomed 
life and to regard himself as essentially well. Not 
all were entirely free of symptoms, but these symp- 
toms were not sufficient to cause the patient to 
modify his mode of life or to prevent his working. 
Levine and Phillips * found that 18 (32%) of 56 
men with myocardial infarction who had returned 
to work for a shipbuilding company were still 
working at the end of a year. Chambers* found 
that over 50% of his patients who survived a myo- 
cardial infarction for a year, with or without a re- 


Others have stated that of those who returned to 
full capacity or who had only partial disability 
after an infarction, 40% died within five years." 
Crain and Missal ° ed from the Eastman Ko- 
dak Company that 65% of 151 reemployed individ- 
uals who had myocardial infarction continued to 
work for five or more years. Master, Jaffe, and Kis- 


despite insufficiency 

heart failure. This particularly applied to phy- 
sicions. Within 5 years, 33% (143 patients) 
had died or had retired. The younger patients 


Since all the patients were seen in private prac- 
tice, the majority were in some aspect of business 
or the professions or were “white collar” workers. 
There were few “unskilled” laborers. 


17 
and should make an economic recovery. It is well In a five-year follow-up of men who had 
documented that over 50% of those who recover @ myocardial infarction, 431 returned to some 
from a myocardial infarction return to work.' Some form of gainful employment in on average 
elect to retire in the absence of disabling symptoms. time of three months after their first infarc- 
There are varied reasons for this decision: enticing tion. In general, the onset of economic re- 
disability insurance, inability to change work classi- habilitation poralleled the functional cardiac 
fication, forced retirement on account of age, state status, but many patients returned to work 
of the economy as influencing the number of un- 
employed, accessability of welfare funds, and the 
emotional reaction to the illness. In addition, there 
are occupational hazards which must be avoided 
by an individual who has had an infarction and worked longer than the older ones. Sixty- 
which might preclude reemployment. This has been seven per cent of the 143 patients had died. 
discussed in a previous report.” it is of coincident interest that seven men in 
There is need for follow-up studies of men who, their eighth decade returned to gainful em- 
ployment. 
8 
Nature of Study Group 
apy or surgery designed to improve the coronary 
artery circulation. 
Four hundred thirty-one men met the above cri- 
currence, were working either full or part time. teria. This represents a total of 95% available for 
follow-up study. The period during which the myo- 
cardial infarction had its onset ranged from Jan. 1, 
1940, to Jan. 1, 1953, and the patients were followed 
until Jan. 1, 1958. Previously a five-year work study 
was done on only 117 patients observed from 1940 
through 1944.” 
sane * reported that 41% of 200 individuals (men 
and women) returned to full employment after cor- 
onary occlusion and maintained this employment 
for an average of seven years. Result 
. Weiss j-.), Uni majori were age 
Medicine. Dr. Weiss Jr. is now interning at Pennsylvania Hospital, of 60 years. This was to be |. since 8g 


men are more likely to have been retired or will 
retire or be unable to work after an infarction. It is 
of coincident interest that seven men in their eighth 
decade returned to gainful employment. In the age 
group 60-69, there were 81 patients; 50-59, 187; 40- 
49, 120; 30-39, 35; and 20-29, 1. 

Within five years 143 (33%) had ceased work due 
to death or retirement; 288 (67%) worked more 
than five years after the infarction. 


Worked Less Worked More 
Age Group, Yr Thani Yr..No. Than 5 Yr., No. 
cc 0 1 
128 
“4 
‘4 3 
148 


Table 1 shows the age of the patient at the time 


work longer than the older ones. It is noteworthy 
that three patients who had the onset of their in- 
farction after the age of 70 years were still working 
at the end of five vears. 

Table 2 lists the duration of work after infarction 
of the 143 patients who retired or died within five 
years. The major cause for termination of work was 
death. In this category is included only those who 

suddenly or after only a short illness. Sixty- 
seven per cent died within five years, whereas in 
same interval only 33% retired after returning 
to vine ag The yearly deaths were approximately the 
same for each of the five years. Of those who even- 
tually retired, few did so within the first two years. 
Some of those who retired subsequently died, but 
they are not included in the group who died within 
five years. The detailed causes for death are not 
listed. In a previous report’ it was found that car- 
diovascular disease was responsible for 82% of the 
deaths which occurred within five years after the pa- 
tients’ returning to work after a myocardial infarce- 
tion. The exact incidence of death from another 
myocardial infarction could not be determined, 
since many patients did not live long enough in 
their final illness to have electrocar ex- 
aminations and since an insufficient number of au- 
topsies was performed. Sudden or relatively sudden 
death occurred in 25% of the patients who died. 

We were unable to secure a control group for 
this study. Those who did not work after the in- 
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who developed congestive failure, or the number of 
those who subsequently died was no greater in the 
working group than in those who did not return to 
work (oom though the nonworkers included a large 
number of extremely ill patients ). Reports from 
work classification units ° are in accord in that con- 
tinued regulated employment had no adverse effect 
on the course of patients with myocardial infarc- 
tion, but controls are not mentioned. Billings and 
associates '* found that the mortality rate for pa- 
tients with myocardial infarction (not all were 
studied from the first attack) who were able to re- 
turn to some type of useful activity was higher than 
that of the normal population of Tennessee for the 
first two years after infarction only. After three years 
it paralleled that for the Tennessee population of 
the same age, sex, and racial distribution. 


Comment 


The patients in this study returned to some form 
of gainful employment in an average time of three 
months. There were no fixed criteria for the decision 
to return to work. Each patient had his own physi- 
cal, psychological, and economic problems which 
required evaluation. Consultation with employers, 
personnel managers, and company physicians was 
valuable in establishing early rehabilitation. The 


type of disability insurance which the patient has. 


may influence the decision as to when full-time work 
is resumed. The more liberal the policy, the longer 
will the individual be tempted to remain away from 
his job. Since sudden or relatively sudden death can 
occur in 25% of those who ultimately die, men en- 
gaged in work hazardous to their fellow employees 
or to the public—such as crane operators, bus driv- 
ers, and railroad engineers—were encouraged to 
seek other employment. Time was required to find 
another job. 


Taste 2.—Duration of Work Infarction of 143 Patients 
Who Retired or Within Five Years 
Work Period, Yr Retired, No. Died, No. 

17 


In general, the onset of economic rehabilitation 
paralleled the functional cardiac status, but many 
patients returned to work despite symptoms of cor- 
onary insufficiency or heart failure. This particu- 
larly applied to physicians. No attempt was made 
to analyze the duration of work as compared to the 
functional status of the heart on the patient's return 
to work. Obviously, the patient who has made a 
good functional recovery will live and work longer 
than one who survives the initial impact but is dis- 
abled by congestive heart failure, angina pectoris, 
or a cerebral embolism. It has previously been 
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of the onset of the infarction and the work status at 

the end of five years. Obviously younger men will — 
| 

farction were too ill to return to work, were already 

retired, or were in the “retirement” age and thus 

were older than the majority of those who returned 

to work. Master and Dack* found that 53% of 415 

individuals who had a myocardial infarction re- 

turned to work. The number of subsequent attacks 

of myocardial infarction, the number of patients 
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stated *° that the complaints of the patient are the 
best guide toward his employment and that elab- 
orate hemodynamic studics to determine the integ- 
rity of the myocardium or the coronary circulation 
are not necessary. Others agree that no single physi- 
cal finding or test can be a prognostic guide in re- 
gard to return to work.’ 

Judicial interpretation of the Workmen's Com- 
pensation Act can be a deterrent toward the reem- 
ployment of individuals who have had an infarc- 
tion. But none of the patients in this report who had 


majority of patients were in some aspect of busi- 
ness, either in an executive or in a sales capacity, 
were in a profession, or were “white collar” workers. 
Eighty per cent were below the age of 60. 

Within five years, 33% had ceased work because 
of death or retirement. The younger patients 
worked longer than the older ones. Sixty-seven per 
cent of the 143 patients who ceased work did so 
because of death. Return to some form of gainful 
employment occurred in average time of three 
months. Complaints of the patient were the best 


Workmen's Compensation Act. 
614 Brown Bldg. (2) (Dr. Weiss Sr.). 


RADICATION OF CONTAGIOUS DISEASE.—When Pasteur destroyed the 
concept of spontaneous generation of infectious disease, the concept of eradica- 
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The over-all 


postoperative mortality in this series 
(29, or 5.4%) is higher than one might expect and 


lowing material is presented. Eleven patients (2% ) 
died of perforation or bleeding without benefit of 
surgery; 35 (6.5%) died later of other causes; and 
51 (9.5%) were lost to follow-up. 


Duodenal Ulcer 


Gastrectomy Alone for Duodenal Ulcer.—A total 
of 207 patients (151 male and 56 female) with 


gastric 
junctive procedures. The great majority 
were treated by typical Billroth 2 procedures, with 
or without Hofmeister modifications, some anterior 
and some posterior in about equal ratio. The Bill- 
roth 1 tion was utilized in about 10% of the 
patients. All apparently had “adequate” amounts 
(50% or more) of the stomach removed. There 
to be no significant correlation between 
the type of gastric resection and the immediate or 
long-term results obtained in this series. 


in one 
tracheotomy in one, and hemorrhage in one. Im- 


16 (7.7%): recurrent bleeding in 4 
years postoperatively ), malfunction- 
stomas in 3, and stomal ulcers in 9, or 4.3% (on 
average of four years postoperatively ). 

Alone for Duodenal Ulcer.—There 


AL 


all done .in the “early vagotomy period,” in 
flush of enthusiasm for a newly publicized pro- 
. Although this form of treatment resulted in 
no postoperative mortality, the immediate and later 
complications were so major as to discourage its 
method of treatment forthwith. 
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per se, however, still has an active in the 
treatment of stomal ulcer and will discussed 


further in its proper place. 

Pyloroplasty with Vagotomy for Duodenal Ulcer. 
—Weinberg and associates’ have for several years 
advocated pyloroplasty with adjunctive vagotomy 
as the most satisfactory surgical treatment for 
duodenal ulcers and have reported excellent results 
from relatively early follow-up studies on several 
hundred patients. The impact of their work, how- 
ever, was apparently lightly felt by the particular 
surgeons concerned in this report, in that only 15 
patients, or 3.5% (11 male and 4 female), were so 
treated. There were no postoperative deaths and 
no known later complications after an average of 
four years. One patient (6.6%) had immediate 
postoperative complications (wound dehiscence ). 
It is to be noted that though not statistically sig- 
nificant, both the immediate and long-term results 
in these few patients so treated were excellent. 

Gastrojejunostomy Alone for Duodenal Ulcer.— 
In the 1920's and early 1930's gastroenterostomy 
was, because of its relatively low mortality for the 
period and its relatively good early results, the 


Analysis of 538 Cases (in 519 Patients) of Peptic Ulcer 


2 


Type of Uleer No. No. Ratio 
Total duodenal 378 au 4:1 

most popular s treatment for duodenal ulcer. 
Then it became apparent that, as time passed, a 


lock, demonstrated facility with 
which gastric resection could be gas- 
troenterostomy was no longer . However, be- 


cause of its simplicity and its success as a drainage 
procedure, many surgeons continued to use it for 


tients (29 male and 8 female ) so treated. The aver- 
age age of this group was 60 years. There was one 
postoperative death (2.7%). Immediate postoper- 
ative complications occurred in three (8%): ob- 
struction of stoma in two and coronary occlusion 
in one. Recurrence rate in 11, or 30%, as evidenced 
by recurrent bleeding (in 5 two months to five 
years later) or stomal ulcer (in 6, or 16.2%, on an 


certainly higher than one might desire. The causes 
of this mortality will become obvious as the fol- 
duodenal ulcer (48.4% of all patients with duodenal 
There were 13 postoperative deaths, or an oper- 
ative mortality of 6.2% in this group (see table). Pe 
Complications during surgery occurred in five pa- sete! 
tients (2.4%): injury to the common duct in two, 
mediate postoperative complications occurred in 
49 patients (28%): leakage of the duodenal stump 
in 7, duodenal fistulas in 3, pancreatitis in 4 (with 
fistulas in 2), hemorrhage in 8, obstruction of 
stoma in 16, wound dehiscence in 5, leakage of 
anastomosis in 1, pulmonary embolism in 4, and 
myocardial infarction in 1. Later complications, large percentage of stomal ulcers developed in the 
representing the long-term failure of treatment, patients so treated, and, as Finsterer, Polya, Car- 
those patients in whom stenosis at the pylorus re- 
sulted from a chronic ulcer. This procedure is 
acceptable today in the relief of pure stenosis, in 
the older age group, due to cicatricial scarring of 
a healed duodenal ulcer. But that this is performed 
with some hazard even in this age group is demon- 
strated by our findings in the follow-up of 37 pa- 
Immediate postoperative complications occurred in 
three (50%): pulmonary embolism in one, gastric 
atonia in one, and neurogenic ileus in one. Later 
complications occurred in two (33%): recurrent 
duodenal ulcer requiring gastric resection in one, 
five years postoperatively; and persistent gastric 
atonia requiring gastrojejunostomy in one, one average of two and one-half years later), was 
month postoperatively. Transthoracic vagotomy shown. Obviously the ulcer diathesis was still 


19 


ity of the technical handling of the unin 
um. Immediate postoperative com 
occurred in three patients (4.5%): leakage 
duodenal stump in two and cerebrovascular acci- 
dent in one. However, in 67 patients reported here, 
later complications found on long term follow-up 
are seen to occur in four patients (6%). Two had 
stomal ulcers (on an average of three years post- 
operatively) and two had bleeding. This is a much 
higher recurrence rate than is usually reported ° and 
quoted for the surgical treatment of peptic gastric 
ulcers. One sees that this figure approximates the 
recurrence rate observed after gastric resection for 


. tion was observed in 
three patients (4.5%). Two of these patients are 
known to be alive and well eight years after con- 
servative resection. 

Repair of Perforated Gastric Ulcer.—Fifteen per 
cent of the benign ulcers in 12 patients (8 male and 
ted on admission to the 


3 


resorted to at the time of the repair of perforation 


Stomal Ulcer 
tients (26 male and 5 female) 
were treated surgically 
period. These patients 
total cases of peptic ulcer of all types 
However, if one deducts from the 
total the 29 patients who died postoperatively, 


As we have seen, there is no significant difference 
in the rate of stomal ulcer occurrence that follows 
gastric resection for peptic ulcers of either gastric 
or duodenal location. Twenty-one cases followed 
gastrojejunostomy. The average length of time at 
which stomal ulceration was treated in this group 
(12.5 years postoperatively) is distorted by the 
inclusion of two cases occurring in twins 30+ years 
after gastrojejunostomy in early infancy for pyloric 
obstruction. We have already noted that two and 
one-half years is the average time at which stomal 
ulceration appears. However, one must take into 
account the fact that this complication may occur 
at any time during the subsequent lifetime of such 
a patient. 

Ten of the cases followed gastric resection and 
occurred on the average of 3.5 years postoper- 
atively. These cases represented one-third of th 
total and were encountered one-half as frequently 


The postoperative mortality was 9.7% (3 pa- 
tients) in the surgical treatment of this group. Of 
the 21 patients with stomal ulcers that followed 
gastrojejunostomy, 2 were treated by pyloroplasty 
( gastrojejunostomy had been done in infancy) and 
18 were treated by gastric resection with conven- 
tional abdominal , with one death. Of the 
10 patients with stomal ulcer that followed gastric 
resection, 5 were treated by transthoracic vagotomy 
and 2 by re-resection without mortality. Three 


gotomy. 
Recurrence of stomal ulceration occurred in 4 of 
the 31 patients (12.9%). Two of these followed 
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of the duodenal stump in two, and hemorrhage in 

one. Later complications occurred in two patients 

(6.8%): stomal ulcer in one (four years postoper- 

atively ) and gastrojejunocolic fistula in one (three 

years postoperatively ). The reader is referred to the 

results reported hereafter for correlation with the 

above. It is to be noted also that three further 

served early or later complications. 

Gastric Ulcer 
Gastrectomy for Gastric Ulcer.—Eighty-five per 

cent (67 patients) of the peptic gastric ulcers oc- 

curring during this period were treated by gastric 

resection, the remainder by suture of perforation 

only. There was the usual two-to-one ratio of male 

to female (45 male and 22 female) and consistently 

reported low operative mortality (1.5%) after re- 

section. This is because of the comparative simplic- 
as stomal ulcers after gastrojejunostomy. These 
figures indicate grossly the known superiority of 
gastric resection over gastrojejunostomy in the treat- 
ment of peptic ulcer. 

duodenal ulcer. No explanation of this discrepancy 

with the published and quoted medical literature is 

immediately at hand. One wonders whether the 

long-term results after gastrectomy for benign gas- 

tric ulcer elsewhere might not bear further evalua- 
patients were treated by simple suture of perfora- 
tion, with one death. The remaining death fol- 
lowed a pyloroplasty with subdiaphragmatic va- 

hospital, and they were treated by simple suture 

postoperatively from pulmonary embolus, acute simple suture of perforation. One followed trans- 
thoracic vagotomy, and one followed gastric re- 
section. The over-all long-term results from defini- 
tive surgery for stomal ulcer utilizing transthoracic 
vagotomy and/or gastric resection are seen to be 
reasonably satisfying. However, prophylaxis against 
stomal ulcer by the utilization of the combination 
of these two methods as the primary treatment of 

Three patients (25%) developed recurrent ulcer- indicated. 

ation requiring gastric resection. These findings Summary 

strongly advocate the ormance of primary gas- A 10-year follow-up study was done of 519 pa- 

a eteaies te ae gastric ulcer, if cir- tients with peptic ulcer treated by a variety of 

cumstances permit. surgical methods in a private general hospital of 
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On the basis of the material presented herein, we 
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OUTPATIENT PASTORAL COUNSELING IN A MEDICAL CENTER 
Richard K. Young, Th.D. 


and 
Benjamin S. Patrick, Th.M., Winston-Salem, N. C. 


A teaching hospital may be one of the most effec- 
tive settings for a pastoral counseling referral 
counseling faces at one time or another persons who teaching Gray 
are not mentally ill but whose difficulties are too School of Medicine of Wake Forest College, 
time-consuming or too involved for him to deal i ji 
with alone. 

The North Carolina Baptist Hospital is the teach- 
ing hospital of the Bowman Gray School of Medi- 
cine of Wake Forest College. In 1946 the hospital 
employed a minister to work intensively with in- 
patients; in 1948 he was made a member of the 
faculty of the medical school. 

Outpatient counseling was not part of the 
original plan to give pastoral care to hospital pa- 
tients. As a result of intensified pastoral work on . 
the hospital floor, many patients requested that the Res grown out of this program hes Leen the 


for research. It is in this 
chaplain talk with members of their families. Pa- ten 
tients being discharged from the hospital occasion- contribution to the parish minister who lacks 


ally asked to return for counseling. Patients told the time and does not usually have access 
friends, who began to call for appointments. Later, 
ple. 


pastors began referring members of their churches, 


From the Department of Pastoral Care, North Carolina Baptist 
Hospital. 
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250 beds. Seventeen operati 
cerned. The long-term results . 
gastric resection, vagotomy and gastrojejunostomy, 
vagotomy and pyloroplasty, and vagotomy and con- 
servative gastric resection have been compared. 
Stomal ulcer is found to occur with equal frequen- 
Ulcer, Postgrad. Med. 38342-357 ( May) 1948. 
cy after gastrectomy for both gastric and duodenal 5. Buchanan, L. C.; Grady, E. D.; Riccardi, L. A. S.; and 
u Martin, J. D., Jr.: Hemigastrectomy and Vagotomy, South. 
M. J. 473659-665 uly) 1954. 
6. Hoerr, S. O.: iminary Observation on Hemigastrec- 
- - : tomy with Subdiaphragmatic Vagotomy for Average Case of 
the peptic ulcer patient the best chance for a long 1 Ulcer, Cleveland Clin. Quart. 22172- 
term “cure” is gastric resection combined with 
Vv Pyloroplasty in 
Aspects, Am. J. 
Harkins, H. N.: 
Treatment of Perforated Peptic Ulcer: Report of 437 Surgi- 
2-80 (March-April) 1957. 
Billroth I Subtotal Gastric 
493 Cases, A. M. A. Arch. 
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was asked to set a policy for the handling of these 
requests. The hospital administrator recognized 
that this pastoral counseling service was a means of 
broadening the ministry of the hospital to its de- 
nomination and agreed to provide additional per- 


Description and Scope of the Service 
A description of the outpatient counseling service 
as it functions at this center is given in the hope 


were 1,621 visits. In 1954 there were 2,290; in 1955, 
2.630; in 1956, 2,804; and in 1957, 3,208. 

An analysis of the number of visits per counselee 
shows that 7.8% came for one visit only; 32.7% 
from two to four visits, and 32.6% from five to nine 
visits. From 10 to 19 visits were made by 23.4% of 
the individuals, and 3.5% came as many as 20 times. 
The average number of visits for all counselees 


the hospital is located. Many regularly come more 
than 100 miles for each counseling session. At pres- 
ent, persons are coming from three states. 

Counseling is done only by men who are quali- 
fied by both training and temperament. Rigid 
psychological tests have been passed by all on the 
staff. At present, the counseling staff is composed 
of 13 men, 6 who are permanent staff members and 
7 who are fellows or interns, all of whom have had 
seminary training. These counselors function in 
thei: role as ministers—but ministers with special 
training and experience in understanding human 
behavior. Special emphasis is placed on the appli- 
cation of spiritual resources to human needs, with 
the constant recognition that knowledge gained 
from allied fields is used by the minister only as a 
tool in making his ministry more effective. 

The counselors deal with persons who have 
typical problems of adjustment, and no attempt 
is made to handle cases of mental illness. When 
such patients appear, they are referred to the 
psychiatric clinic. During the past year about 1 
out of 10 counselees was referred for either psychi- 
atric treatment or psychiatric evaluation, Often 
such referrals are more easily made by a chaplain- 
counselor than by the local pastor. 

The outstanding advantage of locating a pastoral 
counseling service in a medical center is the avail- 
ability of medical resources. Here comprehensive 
medicine provides a “team approach” to the indi- 
vidual. Counselees who come for the first time and 
who have not had a recent physical examination are 
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often encouraged to do so. The department works 
closely with the outpatient medical clinic of the 
hospital and the private diagnostic clinic of the 
medical school. The cooperation between the medi- 
cal staff and the chaplains is based on the respect 
of each profession for the other and the recognition 
by each of the part the other plays in the compre- 
hensive approach to the patient. This has developed 
through the years from cooperation in the care of 
patients in the hospital and has carried over into 
outpatient counseling. 

Types of Counseling 

A wide variety of problems is brought to the 
department, ranging all the way from obvious 
mental illness to uncertainty in the choice of a voca- 
tion. More than one-third of the persons seen dur- 
ing the past year came for marital counseling. Both 
husband and wife are seen, usually by different 
counselors, often with the final session together. 
Another large segment of counseling is labeled 
“growth counseling”—growth in self-underst 
These persons often come with no specific problem 
in mind but with a real need for a deeper under- 
standing of their own personalities. This is espe- 
cially the case of many active pastors and religious 
workers. The pastor himself often feels the need 
for a pastor. Religious workers seem to appreciate 
the fact that the counselor is a minister with a 
pastoral background and some firsthand under- 
standing of the problems which they confront. Last 
year, 106 ministers and 24 ministers’ wives were 
seen for counseling. 


unable to control his drinking for eight years after 
his father’s death. A young minister who had been 
hospitalized for peptic ulcer came for counseling 
as a result of his contact with a chaplain while a 
patient. The mother of a retarded child greatly 
feared having any more children, yet her husband 
wanted a son. A young engineer's fear of failure 
became a problem for him when it began to limit 
his productivity. A couple brought their 14-year- 
old daughter for counseling because she had been 
expelled from two schools. Helping the girl led to 
counseling with both her parents. Two persons 
were referred by a city rehabilitation center for 
alcoholic women. A minister of music in a large 
church came for belp with his feelings toward the 
boys in his choirs. A lawyer sent for counseling a 
couple who were threatening divorce, and, after 
being interviewed, both husband and wife were 
given medical and psychiatric examinations and 
treatment through the hospital clinic. A supervisor 
in a local industry came because he was unable to 
give orders to those under him. And a minister's 
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and in 1953 the demand for outpatient counseling 
reached the point that the hospital administrator 
sonnel. 
that our experience may benefit others. In 1953, 
when the department began keeping records on the 
number of outpatient visits for counseling, there 
was seven. 
The geographical scope of the outpatient coun- 
seling service is wide. Forty-six per cent of the 
: counselees come from outside the county in which 
A glance at the appointment calendar for a re- 
cent week gives further indication of the broad 
range of personal difficulties presented: A man 
from a nearby town came because he had been 


apart. Toward the end of the counseling relation- 
ship, appointments are spaced further apart. All 
counseling is strictly confidential, and records 
guarded in a professional and ethical manner. 


J.A.M.A., Sept. 6, 1958 


Interprofessional Resources 
The medical center setting for a counseling serv- 
ice facilitates the training of counselors within the 


trainees is under close supervision and is paralleled 
by a teaching staff conference held weekly. Coun- 
selors’ reports furnish the materials for these staff 


i 


and does not usually have access 


search in pastoral care. So far as is known, this is 
the first time that a medical center employed 
such a person. 
Summary 
The function of an outpatient 
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bride who had been seen by a physician in the 

private diagnostic clinic was referred because of 

her difficulty in adjusting to her new role. 

The department looks on counseling framework of interprofessional relationships. Many 
ligious process in which the individual is helped is with ho 
to realize more nearly the full potentials of his own ang seg 

are being seen by the psychiatrist or other mem- 

personality. The Christian basis for the counseling bers of the healing t all ne Gunn foe 
approach is the New Testament teaching regarding ~ b 
the eternal worth of human personality. The pastor- 
counselor works with the same set of facts in the 
personality background of the individual as other — 
professional persons, with special emphasis on re- 4 wien 

we ee A promising development that has grown out of 
to the individual's fellow this ram heen the ortunit for rese 

When a comes for the first appointment. 
hone anim rriefly by the chaplain in me of ot, render a real contribution to the parish minister 
fore assignment to a uniaant aa member or a the findings of specialized professional people. . 
chaplain-intern. The initial interview will deter- Ge Nore Baptist Hospitals 

Board of Trustees, through the recommendation of 
mine whether medical consultation is indicated. ts admini horized the , of 

utes in length and are usually scheduled one week clinically trained minister to give full time to re- 

When referrals have been made by pastors or ee 
local physicians, and in some cases when they are service in a teaching hospital is that of a referral 1' 
not, the individual is sent back to the pastor or resource for local physicians and ministers dealing Vv 
physician at the termination of the counseling. A with persons whose difficulties have a religious - 
summary of the person's progress during counseling aspect. As a setting for outpatient pastoral counsel- 
is sent to the referring agent. ing, the medical center offers the advantages of (1) 

At the present time no fees are charged for the ready availability of interprofessional _re- 
counseling. However, at the conclusion of counsel- sources, (2) the possibility of training pastoral 
ing many persons make contributions toward the counselors in collaboration with other professional 
support of the service. Contributions are never ac- persons, and (3) the feasibility of research in pasto- 
cepted until the counseling relationship is termi- ral counseling. 
nated. 300 S. Hawthorne Rd. (Dr. Young). 

ITUITARY ADENOMAS.—The most frequent question which has been raised 
P: to the advisability of irradiation for pituitary tumors relates to any possible 

damage to that portion of the brain in the vicinity of the growth. In all the 
years we have been following the patients . . . no evidence has ever been disclosed 
to support such an assumption. The amount of radiation delivered to the tumor has 
always been kept well below that to which normal brain cells would be sensitive. It 
is felt by some that radiation is likely to cause hemorrhage into an adenoma. A few 
instances of such an occurrence were present in the earlier years of our experience, 
but incidents of this kind have practically disappeared since we have been giving 
smaller doses over a greater length of time. In a very small number of patients a 
slight hemorrhage has at times been suspected, but by careful checking of the visual 
fields at weekly intervals, their vision has gradually cleared up without the necessity 
of operating. We feel that the tendency of hemorrhage to occur is definitely related 
to the larger daily doses which were given originally. This is a possibility to be kept 
in mind, however, and, obviously, if serious and rapid visual loss should occur during 
treatment or subsequently, prompt operative intervention is mandatory.—Gilbert 
Horrax, M.D., Treatment of Pituitary Adenomas, A. M. A. Archives of Neurology & 
Psychiatry, January, 1958. 
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ESOPHAGITIS AS A CAUSE OF UPPER ABDOMINAL PAIN 


Edmund Gorvett, M.D., Hines, Ill. 


Abdominal pain without demonstrable etiology is 
a common problem confronting physicians. In a se- 
cent study’ it was found that some patients with 
esophagitis had symptoms limited to the abdomen 
(not extending above the level of the xiphoid ). The 


i 


volved. A positive response in a patient with 
abnormoli- 


comparison, the test was also performed on 13 pa- 


27 

The acid perfusion test indicated an 
esophageal origin of symptoms limited to 
the abdomen in patients with mild degrees 
present investigation was designed to evaluate the of inflammation who had no radiologic ab- 
possibility that unrecognized esophagitis might be a normality of the esophagus and in whom 
frequent cause of abdominal pain in patients in esophageal origin of symptoms would not 
whom clinical and radiologic investigations reveal have been otherwise recognized. The test 
no abnormalities. may also delineate in which organ symptoms 
originate when more than one organ is in- 
gesting that microscopic abnormalities may 
be present underlying the symptoms. Gastro- 
duodenal vicer does not, per se, give a posi- 
tive test for esophagitis. In a group with 
negative responses, possible false-negative 
responses were present. It is in the interpre- 

8 tation of negative responses in a small per- 
centage of cases that the fallibility of the 
clinical test lies. On the other hand, a posi- 
tive response (whether it duplicates or is 

ulcer symptoms. Because acid delivered into the unrelated to the clinical complaints) gives 
esophagus ran into the stomach, criteria were estab- helpful information. 
lished to differentiate gastroduodenal from esoph- 
ageal origins of symptoms. The reproduction of 
symptoms of esophagitis with the test has been 
confirmed by Grossman and Tuttle.’ without angina, and the lack of recurrence of gas- 
In the initial study the test objectively reproduced trointestinal bleeding in patients with recent gross 
the clinical symptoms of esophagitis. In some pa- bleeding episodes. 
tients the diagnosis of esophageal origin of symp- That esophageal sensations may extend from the 
toms was confirmed by endoscopic evidence of chest into the abdomen has been known, as has the 
esophagitis, whereas in others no endoscopic ab- abdominal localization of experimentally induced 
normality was found. Those in the latter group with esophageal pain.’ However, the differential diag- 
conditions arbitrarily termed pseudoesophagitis nosis of clinical symptoms limited to the abdo- 
were believed probably to have lesser degrees of men has not generally included the possibility of 
esophagitis, a belief which is in consonance with the esophageal disease. Because esophagitis is rarely 
known high incidence of microscopic evidence of accompanied by x-ray abnormalities” it seemed 
esophagitis in grossly normal appearing organs.‘ possible that esophagitis might be the cause of 
That the test administration of 200 ml. of 0.1N symptoms limited to the upper abdomen in some 
hydrochloric acid solution during a 30-minute pe- patients whose physical examinations and gastroin- 
riod is a harmless diagnostic procedure was shown '” testinal x-ray examinations were normal. To investi- 
by its failure to elicit symptoms or esophagoscopic gate this possibility the test for esophagitis was 
abnormality in normal subjects, the absence of performed on 20 patients who had a diagnosis of 
either electrocardiographic changes or cardiac pain upper abdominal pain, cause undetermined. In each 
in patients with coronary artery disease with or of these cases, there were no gastrointestinal x-ray 
or other abnormalities to explain the symptoms. For 
From the Gastroenterology Section, Medical Service, and the Re- 
scarch Division, Veterans Administration Hospital. ee 


test response in most instances. 


perfusion 
Test for FEsovhagitis—The test for esopha 


the other in the stomach. Acid or saline solutions 
were delivered from intravenous fluid bottles hung 
behind the patient through either tube, changes 
being made without the natient’s knowledge. After 
administration of the control saline solution (6-7.5 
ml. per minute for 10-15 minutes), the 0.1 N hydro- 
chloric acid solution was administered for a mini- 
mum of 30 minutes at 6-7.5 ml. per minute or until 
severe or typical discomfort was produced. In many 
instances, the duration and/or rate of acid per- 
fusion were increased. The criteria previously de- 
scribed '* which were used to differentiate esopha- 
geal from gastroduodenal origins of induced 
symptoms are as follows: 

A. Distribution of Symptoms: Midline symptoms 
extending above the level of the xiphoid cannot 
be considered to be of gastric, duodenal, or small 
intestinal origin * and are therefore presumably of 
esophageal origin. However, since upper abdominal 
pain may be of gastric. duodenal, small intestinal, 
or esophageal origin, this criterion does not localize 
the origin in patients with solely abdominal dis- 
tribution of symptoms. 

B. Rapidity of Disappearance of Symptoms After 
Cessation of Esonhageal Acid Administration: Ces- 
sation of acid delivery for a few minutes allows the 
acid stimulus to be removed quickly from the esoph- 
agus, while the intragastric pH is not altered sig- 
nificantly. If the symptoms are in fact produced by 
alteration of pH, disappearance of symptoms within 
a few minutes after cessation of acid perfusion in- 
dicates that the symptoms must have originated in 
the esophagus rather than the stomach. 

C. Rapidity of Disappearance of Symptoms After 
Antacid Administration: A small dose of adminis- 
tered antacid effects changes in esophageal and 
gastric pH qualitatively similar to cessation of acid 
administration (see B). Rapid disappearance of 
symptoms after antacid administration indicates 
oy rather than gastric origin of symptoms. 

D. Repetitive Production and Relief of Symp- 
toms: Repetitive production of symptoms by acid 
administration and relief of symptoms by cessa- 
tion of acid administration or administration of 
antacids reinforces criteria B and C. In these re- 


gus repetitively 
the abdominal symptoms. The failure of acid de- 
livered 


reproduced by the test, positive-unrelated 
response represents a negative response to the test 

in rap sens to the investigated complaints. 
The acid perfusion test for esophagitis was per- 
ophag . Of the 20 patients with the 


(cases 18-20). Of the 13 patients with definite 
gastrointestinal x-ray abnormalities, the test was 
positive in four (cases 21-24), negative in eight 
(cases 25-32), and positive-unrelated in one (case 33). 

The table summarizes the ages; clinical, x-ray, 


tion of symptoms in the patients with negative 
x-ray findings but with abdominal pain of esopha- 
geal origin (cases 1-10). Figure 2 indicates the 
abdominal symptoms of esophageal origin in pa- 
tients with abnormal x-ray findings of the gastro- 
intestinal tract lesions which were asymptomatic 
and unrelated to the patient's present symptoms 
(cases 21-24). 


Results of Tests for Esophagitis 
Patients with Abdominal Pain, Cause Undeter- 
mined 
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tients with gastrointestinal x-ray abnormalities. Re- petitive circumstances, the small increments of 
sults of the tests were related to esophagoscopic acid and antacid can alter the pH of the esopha- 
examinations performed in most cases. geal but not of the entire gastric contents to ex- 
Methods tremes of pH. 
E. Introduction of Acid into Stomach for Com- 
Esophagoscopu.—Esophagoscopy was performed parative Effects: The esophageal origin of solely 
with the Eder-Hufford esophagoscope. Notations abdominal symptoms is indicated by reproduction 
were made as to the location and severity of granu- of symptoms with esophageal perfusion but not 
leritv, ervthema, and varices. In these cases, there with gastric delivery of acid. Thus, esophageal acid 
were no instances of severe, ulcerating esophagitis. administration initially (and repetitively) causes 
The endoscopic diagnoses were agreed on by at symptoms which are relieved by stopping acid 
least two observers who were unaware of the acid flow; the acid then delivered directly into the 
ee stomach causes no symptoms; then readministra- 
gitis 
was performed as previously described.” In all ee 
cases but one, two plastic tubes were used, one 
in the esophagus (30-35 cm. from the nares) and toms, whereas, both immediately before and after, 
acid delivered into the esophagus elicited symp- 
toms, must be considered as the most crucial evi- 
dence of their esophageal origin. 
Classification of Results 
Results of the test were characterized as (1) 
positive: reproduction of the clinical abdominal 
symptoms originating in the esophagus, (2) nega- 
tive: failure of test to elicit symptoms, and (3) 
positive-unrelated: production of chest symptoms 
from an esophageal source which were unrelated 19 
to the abdominal complaints being investigated. Vv. 
Thus, for this report, the abdominal symptoms not 
of pain, cause 
(having normal gastrointestinal x-ray examinations), 
the test was positive in 10 (cases 1-10), negative 
in 7 (cases 11-17), and positive-unrelated in 3 
and esophagoscopic diagnoses; and results of the 
tests performed. Figure 1 presents the distribu- 
of abdominai pain, cause undetermined. These pa- 
tients showed no gastrointestinal x-ray abnormali- 
ties. 
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Data from Tests for Esophagitis in Thirty-three Patients with Abdominal Pain 
Com Criteria of 
No. Clinical Diagnosis* X-ray Diagnosis Erythema Verices Response Origin 
Group with Re Significant Gastrointestinal X-ray Abnormalities 
Positive Tests 
1 % Abdominal pain, peptic uleer (history) Li Lis ose + B.D.E 
2 32 Abdominal pain, ¢.u.; peptic uleer (history) Lis + B.D,E 
pain, ¢.u.: duodenal L/3 L/2 + B,D,E 
ory 
4 Abdominal pain, ¢.u. Normal + 
5 Abdominal pain, ¢.u. Normal Lee + B.D,E 
4 Abdominal pain, ¢.u.: peptic uleer (history) Normal ees Lf? B.C.D.E 
? Abdorninal pain, Normal one B.D 
Pneumonia, abdominal pain, ¢.u. Normal eee ees + B.D,E 
Chronic bronchitic: abdominal pain. ¢u. Normal eee oes 3/3 + B,D,E 
Abdominal Normal Not 
pain, cu 
Negative Tests 
Abdominal pain, ¢.u. Normal L 2/3 =» eee 
Abdominal pain, ¢.u. Normal eee Lf = eee 
Peptic ulcer (history) Abdominal pain, ¢.u. Normal Normal ose eee 
Abdominal pain, ¢ u. Normal eee eee - ees 
Cirrhosis; superficial Prolapse of antral mucosa eee ose eee 
gastritis (on gastroscopy) 
“| Abdominal pain, Normal L/3 L/s eee 
" 4 Emphysema: arthritis; chest and Duodenal diverticulum Not 
pata examined . eee eee 
Positive Unrelated Test« 
Abdominal pain, eu Normal ese +unrel. A,B 
Abdominal pain, gastrointestinal Prola;.se of antral mucosa Not 
bleeding, ¢. examined eee +unrel. A,C 
Abdominal f antral Not 
pain, ¢.u.: coronary artery Prolapse o mucosa 
Group with Gastre-intestinal X-ray Abnormalities 
Positive Tests 
| Duodenal ulcer Duodenal deformity 3/3 eee 8/3 + B.D,E 
2 Abdominal pain, possible gall bladder visual of Faint B,C 
) 
23 70 Po -umonia; duodenal uleer; hiatus bernia hernia: duodenal Normal... eee + B,D,E 
Cholelithiasis; cholecystitie Cholelithiasi« Not 
es amined eee eee + B,C.D,E 
Negative Tests 
b+) Duodenal uleer Duodenal deformity 3/3 eee 
Duodenal ulcer; anxiety state Duodenal deformity L’ L/3 ese os 
“7 Coronary artery disease; hiatus hernia; Traction divert eee Lis eee 
prepylorie uleer prepylorie ulcer 
Duodenal ulcer; ehronie recurrent Duodenal deformity Nortmai - 
pancrea yp 
disease 
be) - Duodena! ulcer; hiatus hernia Duodenal deformity: hiatus nee L/2 - os 
» » Duodenal ulcer; anxiety state Duodenal deformity Not 
examined eee 
BT a Duodenal uleer Duodenal and antral deformities Not 
ulser diverticulum Duodenal det : Not 
Duodenal gastric ormity; gastric 
Not 
examined +unrel. A,B,D 


mad of . Abdominal pain, ¢.u. (cause undetermined) 
mix of duodenal uleer was m 
‘ orted X-ray examinations include abnormal findings of gastrointestinal series and esophageal fluo y done in all 33 patients, 
esophagram in 2, and cholecys stogram in %. Reported ties indieate remainder of ee wp oe borm 
For positive Gndings' lower fourth; L 2/3, lower two thirds; M3, middle third; farices refers to any grossly visible 


+, positive; —, negative: + unrel., positive-cnrelated. See text for definition of responses and for definition of criteria of 


Positive Tests: The acid perfusion test for esopha- and one was not examined (case 10). The endo- 
scopic abnormalities in eight of the nine examined 
confirmed the results of the acid perfusion test. 


bdominal distribution 
of esophageal origin and that, in fact, they com- 
(pseudoesophagitis) in one (case 9); monly are. Indeed, esophagitis, as frequently as 


gi 
mined (see table). Of the 10 patients with a The above results demonstrate that symptoms 
positive 
endoscopy 
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ET AL. 


esophageal acid perfusion 


test which was 


of clinical symptoms originating in esophagus and 
gastrointestinal disease (cases 1-10). Arrow indicates 


of symptoms 


radiation. durin 


it 


Hi 


was 
followed 
which again 
flow. The 
acid 

of flow 
eal of 
eria B, D, é 

of the 

esophageal origin in cases 1 to 10 

l. The 
epigastri 

a narrow 

and 

of the a 
with esopha 
bdomen 
history of 


Hd ii 


hy, 
ii 
: 


Cas 
a. ( “\ 4 
1 
— Vv. 
test in patients without other EE not part 
of clinical complaint. P and A represent, respectively, posterior and anterior body walls for localization EE] in this 
dimension. 


disease. Indeed, the pm 
half of 


= 


tive test suggests that the pain was not of esopha- 
origin. However, ulcer management may have 
in effect long enough to allow subsidence of 
the esophagitis with conversion to a negative test 


symptoms remain undetermined. Excluding one 
possible false-negative result (case 16), an esopha- 
geal cause of the symptoms was excluded. 
Positive-Unrelated Tests: In three patients (cases 
18-20) the acid perfusion test elicited chest symp- 
toms which were different from and unrelated to 
the pate en abdominal complaints (see table ). 
page 18) examined endoscopically 


the chest indicated the esophagus not to be the 
origin of the clinical complaints. 

Summary: Of 20 with the of of 
abdominal pain, cause undetermined (with normal 
gastrointestinal x-ray examinations), the symptoms 
geal in be in 10. Corroborative evidence 
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Patients with Abdominal Pain and Gastrointesti- 
nal X-ray Abnormalities.—In the original presenta- 
tion” of the esophagitis test, there were seven 
patients with duodenal ulcer or deformity. In three 
of these patients, chest symptoms of associated 
esophageal disease were elicited; but the test failed 
to elicit abdominal pain in any of the seven, indi- 
cating that duodenal ulcer disease itself does not 
give a positive test. To further evaluate the ab- 
sence of a positive response from ulcer (or gall- 


bladder) disease, the test was on an 
additional 13 patients with abnormal 
nal x-ray findings (see table). 

Tests: The acid perfusion test for esopha- 


gitis was positive in 4 of the 13 patients who had 


CASE 


and wed by esophageal acid 


in esophagus 
ow test in patients with gallbladder or duodenal ulcer 
disease (cases 21-24). Fine stippling represents main com- 
plaint and gross stippling less common complaint. Localiza- 
tion of syinptoms is indicated as in figure 1. 


abnormal gastrointestinal song 
In these four (cases 21-24), the clinical abdominal 
symptoms were attributed to the diagnoses of, re- 
spectively, duodenal ulcer, possible gallbladder 
disease, duodenal ulcer, and 
lithiasis. In each of these cases, a positive test 
demonstrated clearly that the symptoms were 
on in origin. Of three patients examined 
, esophagitis was found in two (cases 
Thus, in these 
patients, the symptoms originated in an with- 
out x-ray abnormalities rather than in organ 
where x-ray abnormalities were found. 
Negative Tests: In eight patients (cases rig 
having gastric or duodenal ulcer or 
tive (see table). This demonstrates that gastro- 
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of had beer 
of ulcer had been 
patients. The symptoms were described as being 
gnawing, aching, burning, bloating, gas, or tearing 
pains. The symptoms ranged from mild and tran- 
sient to extremely severe and prolonged. 
The lack of a clear relationship between severity 
of symptoms and inflammation has been noted.* 
The symptoms generally occurred one-half to three 
Negative Tests: The acid perfusion test for 21 
esophagitis was negative in seven patients (cases 
11-17) categorized as having abdominal pain, cause j j | 
undetermined (see table). Of these, there was no : 
endoscopic evidence of esophagitis in five (cases qr Sa -——84 
11-15) of six examined. Due to negative tests and 
normal endoscopic findings in these five cases, the in 
diagnoses of the causes of the abdominal pains aa td eS ee 
remained undetermined. In case 16, the endoscopic f23 pace 
evidence of esophagitis in the presence of a nega- 2 7 
response. 
Over all, the negative responses of the test in -———s =f 
these seven patients let the cause of abdominal 
the induction of limited to 
of these patients examined. Negative or positive- 
unrelated responses occurred in the remaining 10, 
suggesting that the esophagus was not the origin 
of symptoms. Over all, the test was of positive 
— value in half of these cases of previously 
undiagnosed cause of abdominal pain. 
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Treatment with atropine seemed to be of benefit during 
this period. Severe symptoms su recurred for one 
year (1947) and for two years ( 1953-1954), during which 
periods several additional investigations were unrew . 
No treatment relieved the symptoms. Since 1955 the symp- 
toms had been mild to moderate, intermittent, occurring a 
few times weekly, have not been clearly related to exercise, 
position, foods (except aggravation by coffee), or time of 
eating, and have been inconsistently relieved by antacids. 
Despite 10 complete gastrointestinal x-ray examinations, 
numerous and examinations dur- 


ing a 15-year period, the cause of symptoms had remained 
undetermined. 


4 


1.—Abdominal distribution of clinical sym originating 


Fig. ptoms in 
test in patients without other gastrointestinal disease (cases 1-10). Arrow 
of clinical complaint. P and A represent, respectively, posterior and anterios body walls for localization of symptoms in this 


ce of again minute 
indicating the lesion, nn can of acid flow. The elicitation of symptoms with 
esophagitis, as the underlying cause of the symp- restarting esophageal acid perfusion and their rapid sub- 
toms this group which would nave 
was 
remained undiagnosed, or erroneously diagnosed demonstrated by criteria B, D, and E 


The 
A 38-year-old internist (case 10) had mild, intermittent, plaints of esophageal origin in cases 1 to 10 are 
vague epigastric and subxiphoid symptoms beginning 20 shown in figure 1. The symptoms generally were 
localized in the epigastrium, were usually in the 
intestinal revealed abnormalities. 


30 
duodenal ulcer, was found to be the cause of ab- 
dominal symptoms during the period of this study. 
In these cases the diagnosis of esophagitis was 
made after the esophageal acid perfusion test and 
esophagoscopy were performed. Prior to the per- 
formance of the acid test and endoscopy, the causes 
of abdominal pain had been undetermined. 
Some of these patients might have been con- 
sidered by some physicians to have ulcer disease 
(without the abnormality being recognized radio- 
logically ) if the history were not incompatible and : 

: + The esophagitis test was performed. The typical clinical 
if ‘Tesponse to antacid therapy were good, some wenn 
might have been considered to have functional dis- acid perfusion and were relieved within two minutes after 
orders if the examiner were impressed by the de- cessation of acid flow. The symptoms were again produced 
gree of emotional instability, anxiety, and severity one acid of the 

, sittin ose gus and were ed within one minute after cessa- 
of | jones problems ~ if rg oe antacid tion of perfusion. After the repetitive production of symp- 
therapy WS might toms by esophageal acid perfusion, the acid was delivered 
have been given a diagnosis of abdominal pain, directly into the stomach for 15 minutes without eliciting 

CASE 
19 
Vv. 
— 
A, 
dimension. 
cause undetermined. The acid perfusion test (cor- symptoms. The acid was then again perfused into the 
esophagus and was followed within 30 seconds by recur- 
Lyne wiustrative case report is presentec 
next 18 months, symptoms which were not clearly rela the upper abdomen, and were always localized in 
te types of Seeds or mcattimes and which weve inconsistently the anterior half of the abdomen. The history of 
relieved by antacids occurred two to three times every day. tH : ith 4 
During this period several complete investigations, including patients wi esophagitis symptoms localized 
repeated radiologic and two gastroscopic examinations, re- to the upper abdomen was not significantly differ- 
vealed no abnormality. ent from the history of patients with symptoms 
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of gastroduodenal disease. Indeed, the diagnosis 
of ulcer had been made previously in half of the 
patients. The symptoms were described as being 
gnawing, aching, burning, bloating, gas, or tearing 
pains. The symptoms ranged from mild and tran- 
sient to extremely severe and prolonged. 

The lack of a clear relationship between 


symp- 
to the recumbent position in 5 of the 10 pa- 
tients, of whom 2 had night pain. Nausea or oc- 
casional vomiting, relief of symptoms by eructation, 
mild upper abdominal tenderness, and history of 
upper gastrointestinal bleeding (3 months to 14 
years previously) were each present in half the 
cases. Weight loss occurred in only one patient 
(25 th. [11 kg.], case 1). There were no complaints 
of dysphagia 


Negative Tests: The acid perfusion test for 
esophagitis was negative in seven patients (cases 
11-17) categorized as having abdominal pain, cause 
undetermined (see table). Of these, there was no 

evidence of esophagitis in five (cases 


remained undetermined. In case 16, the endoscopic 
evidence of esophagitis in the presence of a nega- 
tive test suggests that the pain was not of esopha- 
origin. However, ulcer management may have 
in effect long enough to allow subsidence of 
the esophagitis with conversion to a negative test 


response. 

Over all, the negative responses of the test in 
these seven patients let the cause of abdominal 
symptoms remain undetermined. Excluding one 
possible false-negative result (case 16), an esopha- 
geal cause of the symptoms was excluded. 

Tests: In three patients (cases 
18-20) the acid perfusion test elicited chest symp- 
toms which were different from and unrelated to 
the poten ove abdominal complaints (see table ). 

ap (one 18) examined ly had 


origin of the clinical complaints. 
abdominal J ony cause undetermined (with normal 
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Patients with Abdominal Pain and Gastrointesti- 
nal X-ray Abnormalities.—In the original presenta- 
tion’ of the esophagitis test, there were seven 
patients with duodenal ulcer or deformity. In three 
of these patients, chest symptoms of associated 
esophageal disease were elicited; but the test failed 
to elicit abdominal pain in any of the seven, indi- 
cating that duodenal ulcer disease itself does not 


additional 13 patients with abnormal 
nal x-ray findings (see table). 

Positive Tests: The acid perfusion test for esopha- 
gitis was positive in 4 of the 13 patients who had 


in esophagus and reproduced by esophageal acid 

ee in patients with gallbladder or duodenal ulcer 

disease (cases 21-24). Fine stippling represents main com- 

plaint and gross stippling less common complaint. Localiza- 
tion of symptoms is indicated as in figure 1. 


abnormal gastrointestinal x-ray findings (see table ). 
In these four (cases 21-24), the clinical abdominal 

symptoms were attributed to the diagnoses of, re- 

duodenal ulcer, and cholecystitis-chole- 

rear In each of these cases, a positive test 
demonstrated clearly that the symptoms were 
esophageal in origin. Of three patients examined 
endoscopically, esophagitis was found in two (cases 
21 and 22) and not in one (case 23). Thus, in these 
patients, the symptoms originated in an with- 
out x-ray abnormalities rather than in organ 
where x-ray abnormalities were found. 

Negative Tests: In eight patients (cases 25-32) 
having gastric or duodenal ulcer or deformity on 
x-ray examination, the acid perfusion test was nega- 
tive (see table). This demonstrates that gastro- 


of symptoms and inflammation has been noted.* ae 
The symptoms generally occurred one-half to three give a positive test. To further evaluate the ab- 
hours after meals; were usually relieved to some sence of a positive response from ulcer (or gall- 
extent by food or alkali; and were occasionally ini- 
tiated by spices, raw vegetables and fruits, fried 
CASE 
11-15) of six examined. Due to negative tests and 
normal endoscopic findings in these five cases, the in : 
diagnoses of the causes of the abdominal pains 
a 
the induction of geal symptoms limited to 
the chest indicated the a not to be the 
geal in origin in 10. Corroborative evidence (endo- 
scopic abnormalities) was found in eight of nine 
of these patients examined. Negative or positive- 
unrelated responses occurred in the remaining 10, 
suggesting that the esophagus was not the origin 
of symptoms. Over all, the test was of positive 
ee onsen value in half of these cases of previously 
gnosed cause of abdominal pain. 


organs were asymptoma 
were originating in the radiologically normal ap- 
pearing esophagus. Gastroduodenal ulcer disease 
does not, per se, give a positive test for esophagitis. 
In the group with negative responses, possible false- 
negative responses were present in three patients. 
ie fs in the interpretation of negative responses in a 
small percentage of cases that the fallibility of the 
clinical test lies. On the other hand, a positive 
response (whether it duplicates or is unrelated to 
the clinical complaints) gives helpful information. 


Comment 


Technique.—Because of the failure of saline solu- 
tion to elicit , it is reasonable to shorten 
the control period to 10 minutes. This is adequate 
to assure the operator that the tube is properly 


“yperreactors. 


were increased in many patients who gave a nega- 
tive response after 30 minutes. Of the 14 positive 
responses (cases 1-10, 21-24), 11 were positive 
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minute) for the remaining 15 minutes and that the 
test response be called negative after 30 minutes of 
were still ob- 


case the response could be called false-positive ). 
In either case, the test induction of esophageal 
symptoms allowed comparison with the clinical 
complaints and exclusion of esophageal origin of 


of inflammation 
af the anh te 


ESOPHAGITIS— 
duodenal ulcer disease does not, per se, give a 
positive esophagitis test. The fact that of five pa- 
tients (cases 25-29) examined endoscopically, three 
(cases 25-27) had evidence of esophagitis, suggests tained in some patients who did not have esophagi- 
that long standing ulcer therapy had controlled the tis, despite much greater prolongation of perfusion. 
coincident esophagitis and converted the test to a Interpretation of Responses.—The responses were 
negative response. These also may be considered to evaluated with respect to the criteria (A-E) of 
be possible false-negative responses. esophageal origin of abdominal symptoms. In every 

Positive-Unrelated Test: One patient (case 33) instance where criterion E (comparison of esopha- 
who had an active duodenal ulcer demonstrated geal with intragastric acid delivery) was fulfilled, 
radiologically had nonrelated chest pain induced by so, too, were criteria B and D. In no case were 
the acid perfusion test (see table). The abdominal criteria B and D positive with criterion E being 
pain was not induced. negative. Therefore, it is believed that criteria B 

Summary: Of 13 patients with x-ray abnormali- and D are established as adequate by themselves 
ties of stomach, duodenum, or gallbladder whose to demonstrate the esophageal origin of elicited 
abdominal symptoms were previously attributed to abdominal symptoms. Thus, repetitive induction of 
these x-ray abnormalities, the acid perfusion test symptoms by acid perfusion and repetitive relief 
demonstrated in four cases that the suspected of symptoms by cessation of acid perfusion (and/or 

administration of antacid) constitute reliable evi- 
dence of the esophageal origin of symptoms. It is 
suggested that the double tube technique which 
allows separate administration of acid into the 
stomach be abandoned and that the technique 
using a single tube in the esophagus be used. This 
will considerably shorten the duration of the test, 
making it more practical for clinical use. 
A negative response in the presence of endoscopic 1° 
evidence of esophagitis is a false-negative response. Vv 
This may indicate healing and reduced sensitivity : 
— of the esophagitis, or it may indicate unreliability 
of the test in a small percentage of cases. A second 
type of false-negative response is one in which de- 
cits 
gitis = regurgitation of the 
stomach into the esophagus elicits the esophageal 
abdominal symptoms during the gastric acid de- 
livery period. This occurred in only one patient 
minute esophageal acid perfusion period.’” This (case 25), who had erythema of the esophagus and 
duration was established arbitrarily. The possibility a deformed duodenal bulb. Thus, symptoms which 
existed that a positive response might require a might have been originating in the esophagus could 
greater acid stimulus than was provided, so either, not be so interpreted. 
or both, duration and rate of acid administration A positive response in a patient with symptoms 
but without endoscopic abnormality has been called 
pseudoesophagitis, suggesting that microscopic ab- 
normalities may be present underlying the symp- 
within 30 minutes and the other 3 within an addi- toms. Thus, no false-positive responses are reported. 
tional 10 minutes. Three of four patients with The induced chest symptoms which were not re- 
positive-unrelated responses also required more lated to the abdominal complaints being investi- 
than 30 but less than 40 minutes of acid perfusion. gated (positive-unrelated response) were (1) 
Of the 15 patients with negative responses (cases symptoms of esophagitis and (2) symptoms never 
11-17, 25-32), the duration of acid perfusion in 9 previously experienced by the patient (in which 
was increased to from 38 to 70 minutes, with the 
rate of perfusion in some being at twice the usual 
rate. Thus, prolongation of the acid perfusion be- 
yond 30 minutes will give an occasional additional 
positive response. the symptoms. 

To reduce the time required to perform the test, Diagnostic Value.—The test indicated an esopha- 
it is suggested that, if no response has occurred geal origin of symptoms in patients with mild de- 
after 15 minutes of acid perfusion, the rate of acid 
delivery be doubled (from 120 to 240 drops per 
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origin of symptoms would not have been otherwise 
recognized. The test may be considered to be of 


Summary and Conclusions 


The acid perfusion test for esopha has been 


2. Palmer, W. L.: Production of Pain by Means of Chem- 
ical Irritants, Arch. Int. Med. 9@s694-707 (Dec.) 1926. 
3. Grossman, M. 1., and Tuttle, S.: Personal communica- 


4. Lodge, K. V.: Pathology of Non-Specific Oesophagitis, 
J. Path. & Bact. 6917-24 (Jan.-April) 1955. Reference 1b. 
5. (a) Hurst, A. F.: Sensibility of Alimentary Canal, 
Oxford University Press, 1911. (b) Jones, C. M.: 

Treatment, 
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bladder or duodenal ulcer disease, abdominal 
diagnostic value in patients with upper abdominal symptoms originated in the radiologically normal 
pain when clinical and radiologic investigations appearing esophagus rather than in the organ 
have revealed no abnormalities. The test may also where x-ray abnormalities were found. 

delineate in which organ symptoms originate when There is justification for simplifying and shorten- 
more than one organ is involved. ing the test for esophagitis to make it more practical 

points of fallibility should be understood by those 
In 10 

symptoms limited to the upper a a 1. (a) Bernstein, L. M.: Clinical Test for Esophagitis, 
of 20 patients with abdominal pain, cause unde- anual Clin. Res Proc. $3301 (Nov.) 1957. (b) Bern- 
termined (no gastrointestinal x-ray abnormalities ), stein, L. M., and Baker, L. A.: Clinical Test for Esophagitis, 
it was demonstrated by positive test responses that Gastroenterology 34:760-781 (May) 1958. 
the cause was esophagitis. Endoscopy was con- 
firmatory in most instances. Negative test responses 
generally excluded the esophagus as the cause of tem tn the onl 
symptoms and let the cause of abdominal pain 
remain undetermined. 

The histories of patients with abdominal pain 
- to esophagitis were summarized and found to 
gh ‘an Observations, the MacMillan Company, New York, 
bladder or ulcer disease demonstrable on x-ray ; 
examination did not, per se, give a positive response (July) 1959. 
to the esophagitis test. Reference 1b. 

8 
RADIOLOGIC SIGN IN HEMOSIDEROSIS 
Edward Shanbrom, M.D. 
and 
Norman Zheutlin, M.D., Duarte, Calif. 

Approximately 80 cases of exogenous hemosider- not surprised that in some patients with trans- 
osis have been reported in the literature since fusional hemosiderosis an increased density of the 
1948. This entity has been termed by various ob- spleen could be seen on a routine film of the ab- 
servers as iron overload, transfusional hemosider- domen or incidentally noted on a routine chest 
osis, and secondary hemochromatosis.’ In a review survey. 
of the literature on hemochromatosis and hemo- The changes produced on an x-ray film are sec- 
siderosis we found few references to the x-ray ondary to the radiation changes that occur when 
findings in these conditions. Increased liver den- the radiant ener through the medium 
sity, found by use of x-rays, has been reported ' 
cases of hemochromatosis.’ Increased density 
anemia has previously been described. penetrated substance. The higher the atomic num- 

ber, the greater the absorption coefficient with 
x-rays used in conventional diagnostic roentgenog- 
raphy and the smaller the penetration. It then 
follows that any element with a high atomic num- 
wen deposited in the toes, will proce 
Medical Center, Los Angeles. recognizable x-ray differences. It is the purpose 


> 
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A 23-year-old Negro male was admitted to the 
of California Medical Center in Los Angeles be- 
sickle cell crisis. Although he had received many 
sions throughout his life, the exact number was 
A routine chest x-ray revealed a dense spleen. The 
living. 
fase 2).—Roentgenogram showing unusually dense 
ered densities represent opaque medium in the 
1 
61-year-old male was seen at the University V. 
ia Medical Center outpatient 
akness, which had been present for 
previously he had received 26 pt. (1 
or a bleeding duodenal ulcer. A subtotal gas- 
as performed. Four months later he developed 
case 4).—Roentgenogram of abdomen taken at 
venous urogram, showing moderately enlarged 
spleen. 
Ss serum jaundice. Five weeks prior to his visit to 
ity of California Medical Center, he had had an 
hematemesis, requiring transfusion with 6 pt. 
) of blood. There was no history of alcoholic in- 
ysical examination revealed spider telangiectasia 


Dr. B. J. O’Laughlin, associate professor of radiology, 


2. Finch, S. C., and Finch, C. A.: Idiopathic Hemo- 


AMMONIA INTOXICATION IN A PATIENT WITH CIRRHOSIS TREATED 
WITH CHLOROTHIAZIDE 


Peter H. Forsham, M.D., San Francisco 


Chlorothiazide is a new orally given diuretic 
compound and shown to be a 
carbonic anh inhibitor in vitro 1/25 as po- 


attention to the occurrence of tremor, 
and electr ph changes, 
manifestations were 
blood ammonia concentrations.“ 


Fig. 1.—Structural formulas of chlorothiazide (above) and 
acetazolamide (below ). 
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1. Schwartz, S. O.: Exogenous Hemochromatosis: Concept 
Comme and General Description, Am. J. Clin. Path. 9@s744-749 
Summary (July) 1956. 

Four patients with transfusional hemosiderosis 
demonstrated an increased density of the spleen 
as visualized by roentgenograms. This change is 3. Jacobson, G., and Zucherman, S. D.: Roentgenograph- 
secondary to increased deposition of iron in the ically Demonstrable Splenic Deposits in Sickle Cell Anemia, 
spleen as established by autopsy findings in two “7 J. oe are ee 1956. 
oF Cho pationts. 5. Lillie, R. D.: Histopathologic Technic and Practical 

P. 

8 thiazide in various disease states associated with 
edema and pointed out that it causes little or no 
toxicity or serious changes in electrolyte concen- 

tent as acetazolamide.’ Upon comparing struc- trations in the serum. 

tural formulas of the two compounds (fig. 1), it Other reports * on the therapeutic use of chloro- 
may be seen that they possess the SO.NH: group- thiazide in edematous cirrhotic patients have called 
ing in common and are thus both representative of 

that group of heterocyclic sulfonamides which has 

previously been shown to exert inhibition of car- 

bonic anhydrase activity.* Experimental and clini- 

cal studies on the mechanism of the diuretic action 

of chlorothiazide have indicated that the effect of 

the drug is predominantly saluretic (leading to an oe" Cl 

increase in sodium and chloride excretion) and, to H- 

a lesser extent, kaluretic (leading to an increase in H-N $0, 

potassium excretion ) and that it has minor but defi- ‘\ He 

nite carbonic anhydrase-inhibiting effects.’ Chloro- So, 

thiazide has been described as the most potent orally 

given diuretic now available, having an approxi- N—N 

mate potency relationship of 0.8 to intramuscularly I | 

given meralluride.’ It has shown little tendency to Cls-CONH - o-S0, NH, 

induce refractoriness upon repeated administration, ‘s 

an undesirable feature of the carbonic anhydrase 

inhibitors and of the amino uracils.* Other investi- Be 
gators * have described the effectiveness of chloro- 

The present report describes the clinical course 
in Arthritis and Allied Diseases, and the Surgical Reearch Laboratory, i a patient with cirrhosis treated with chlorothia- 
of Schest of Medicine. Traince of the National zide in whom the blood ammonia concentration 
Unit, and Department of Medicine (Dr. Magid); Asistant Resides WAS first found to be cloveted after six daye of 
Physician, Department of Medicine (Dr. Levitt); Associate Professor treatment. A more detailed y was under- 
Sedicine ond 1D. taken to determine the effect of chlorothiazide on 
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The kidney might also be responsible for the in- 
crease in blood ammonia which follows long-term 
administration of acetazolamide, because of the oc- 
currence of a metabolic acidosis. However, the 
effect of a carbonic anhydrase inhibitor is to reduce 
the availability of hydrogen ions for tubular secre- 
tion; thus, there would seem to be no stimuli for 
ammonia production in the renal tubule cell under 
these circumstances. Indeed, no significant change 
in the concentration of ammonia in renal venous 
blood was detected when measured one hour after 
the oral administration of 250 mg. of acetazola- 
mide.”* Since acetazolamide is excreted unchanged, 
the increase in blood ammonia which it produces 
cannot be ascribed to nitrogenous products derived 
from its degradation. 

The findings in the present case, as well as those 
in the reports cited above, indicate that chlorothia- 
zide may cause an increase in blood ammonia fol- 
lowed by hepatic coma in cirrhotic patients. A di- 
rect effect of chlorothiazide on the brain is not likely 
since it does not readily enter the 
fluid. Although the mechanisms by which the blood 
ammonia level rises have not been elucidated by the 
present study, some negative conclusions may be 
stated. Chlorothiazide itself is not the source, in- 
asmuch as the compound is excreted unchanged. 

The kidney is probably not one of the sources 
inasmuch as there is no significant fall in the serum 
pH with chlorothiazide administration, which would 
act as a stimulus to ammonia production. In addi- 
tion, the urine in the present case was acid through- 
out. 


degree suggests a common mechanism for their 
effect on ammonia metabolism. On the basis of this 
assumption, monopotassium glutamate was given 
to the patient in an effort to enhance 
utilization of ammonia." The potassium salt of 
glutamic acid was selected, both to avoid sodium 
administration in an edematous patient and to 
may be decreased in the serum of patients treated 
with chlorothiazide.'* 


Although monopotassium glutamate was not 
overly effective in controlling the rise in the blood 
ammonia level in our patient, the concomitant ad- 
ministration of this compound and chlorothiazide 
to patients with cirrhosis may prove valuable in 
preventing ammonia intoxication as well as potas- 
sium deficiency. If symptoms of hepatic coma ap- 
pear during the course of treatment with the two 
agents, withdrawal of chlorothiazide is indicated. 
The safe use of either acetazolamide or chlorothia- 
zide in patients with cirrhosis apparently requires 
supplementation with potassium glutamate given 
orally, a low-protein diet, and possibly the addition 
of one of the broad-spectrum antibiotics to the regi- 
men as prophylactic adjuncts against ammonia in- 


toxication."* 
Summary 

Chlorothiazide is an effective orally given diu- 
retic compound which structurally resembles aceta- 
zolamide. Both drugs belong to the group of hetero- 
cyclic sulfonamides which are inhibitors of carbonic 
anhydrase activity. In the present study administra- 
tion of chlorothiazide to a patient with cirrhosis 
was followed by an elevation in the concentration 
of ammonia in the peripheral venous blood and the 


plementation other than as the glutamate during 
administration of chlorothiazide did not prevent the 
rise in venous blood ammonia level. 

Several factors are involved in the increase of 
blood ammonia level in liver disease and its re- 
lationship to acetazolamide administration. The pre- 
cise mechanism by which the blood ammonia con- 
centration is increased during administration of 
chlorothiazide remains to be elucidated. The haz- 
ard of the increased blood ammonia concentrations 
which may follow chlorothiazide therapy must be 
considered when this drug is used for the treatment 
of cirrhotic patients. The prophylactic measures 
the administration of antibiotics. 
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moves only about 20%. Several authors have sug- The fact that both acetazolamide and chlorothia- 

gested that the arterial blood ammonia levels cor- zide inhibit carbonic anhydrase activity to some 

relate better with the degree of hepatic coma than 

do the venous levels."* 

Inasmuch as an increase in ammonia has also 

been reported to follow the administration of aceta- 

zolamide, a compound structurally and pharma- 

cologically related to chlorothiazide, the mecha- 

nisms suggested to explain the elevation of ammonia 

by acetazolamide may be mentioned briefly. The 

fact that the venous blood shows a higher concen- 

tration of ammonia than the arterial blood after 

administration of acetazolamide points to an impair- 

ment of the uptake of ammonia by peripheral tis- 

sues." Dawson's report that the concentration of 

the ammonia in the jugular venous blood was in- 

creased one hour after oral administration of aceta- 

zolamide suggests a direct effect on brain metabo- 

lism and consequent interference with uptake of 

ammonia in the brain. In this study no increase in 

the concentration of ammonia in the hepatic venous 

or arterial blood after administration of acetazola- 

mide was found. This was interpreted as evidence 

that the drug does not affect the metabolism of 

ammonia in the liver. 

1 

| 
symptoms of impending hepatic coma. The rise in 
the venous blood ammonia level was significantly 
reduced when monopotassium glutamate was given 


Aus 
il: 
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SOFT DRINK BOTTLE IN PERITONEAL CAVITY 


REPORT OF A CASE 


Roentgenogram showing soft drink bottle in peritoneal 

cavity. 
Two weeks after the attack she was brought to the hos- 
abdomen, 


a profuse bloody discharge in the vagina and a laceration in 


From the Division of Gynecology, Medical College of Virginia, 
Richmond. 


outlined. 
Her temperature fluctuated between 100 and 105 F 
Gm 


On June 10, the patient was given a fluoroscopic 
tion to aid in the passage of a Devine tube. To the surprise of 
the examiner, the fluoroscopic examination showed “a density 
resembling a soft drink bottle.” He reported that “no definite 
gas was seen the bottle to suggest that it was 
located within the lumen of the intestine, and it was thought 
to lie free in the peritoneal cavity.” There was no free air 
under the diaphragm, and a single air fluid level was seen 


the bottle on one film showed the lettering on the bottle. 

The patient was given a blood transfusion, and a laparot- 
omy was the day that the x-ray findings 
were made. A 12-0z. bottle was found in the peritoneal 
cavity and was surrounded by an abscess filled 


: 


The above case is one in which a large soft drink 
bottle was introduced into the peritoneal cavity, 
via the vagina, and remained there unknown to the 
patient for over two weeks. In these respects the 
case may be unique. 

1200 E. Broad St. (19) (Dr. Hoge). 


40 
Randolph H. Hoge, M.D., Richmond, Va. 
and 
Charles G. Thedieck, M.D., Bluefield, W. Va. 

Occasionally a single case is so unusual that pub- the posterior vaginal fornix. The cul-de-sac bulged but was 
lishing it seems justifiable. We feel that this is true not fluctuant. The cervix appeared normal. Due to pain and 
of the following case, which is also to be referred abdominal distention, the corpus and adnexa could not_be 

A 35-year-old woman was admitted to St. Philip Hospital 
on June 4 1957, complaining of pain in the lower part of white blood cell count was 22,800 per cubic millimeter, with 
the abdomen. According to the history given by her she had 88% polymorphonuclear leukocytes, 11% lymphocytes, and 
been beaten up by her “boyfriend,” whom she thought used 1% eosinophils. The blood chemistry was as follows: serum 
a piece of pipe, knocking her into semiconsciousness. She sodium level, 140 mEq. per liter; serum calcium level, 5 
thought also that she had been struck in the vagina, be- mEq.; serum chloride level, 99 mEq.; and carbon dioxide— 
cause after the attack there was vaginal soreness and bleed- combining power, less than 7 mg. %. 
ing. She further stated that she had been kept a prisoner in 
her friend's quarters for three days and that he and some 
relatives had made an attempt to extract something from the 
vagina. 

1! 
*. in what appeared to be the stomach. Several loops of small V 
intestine were slightly distended, and moderate gas was 
~~, seen throughout the colon (see figure). Close inspection of 
4 site of entry of the foreign body was not determined from 
: above. 
Be Culture of pus from the abdominal cavity grew alpha 
ae, streptococci and Escherichia coli. The infection responded 
well to chloramphenicol (Chloromycetin), penicillin, and 
streptomycin therapy, though the immediate postoperative 
6 course was stormy. A wound breakdown required resuture. 
SS ee On June 30, 23 days after admission, the patient was dis- 
re ae charged from the hospital in good condition. The “boy- 
= > - friend” was tried, convicted, and sentenced to a penal insti- 
tution for four years. 
Comment 
Reference 
— — 1. Hoge, R. H.: Foreign Bodies in Gynecology and Sur- 
gery, Virginia M. Month., to be published. 
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| COUNCIL ON DRUGS 


SYMPOSIUM-PANEL DISCUSSION ON THE USE AND ABUSE OF 
ADRENAL STEROIDS 


1:15 p. m.: Welcome 2.25 p. m.: Steroid Therapy in nfections 
Dr. Joun Panxs, Dean, George Washington Dr. Monroe J. Romansxy, Professor of Medi- 
University School of Medicine cine, George Washington University School 
Dr. James W. Wats, President, the Medical Medicine 
Society of the District of Columbia and 2:45 p. m.: Steroid Therapy in Skin Disorders 
Professor of Neurological Surgery, George Dr. Ricnarp B. Stovcuton, Director of Derm- 
Ww. University School of Medicine atology, Western Reserve University School 
Dr. Hucn H. Hussey Jr., Member, A. M. A. of Medicine 
Board of Trustees and Dean, Georgetown 3:05 p. m.: Steroid Therapy in Surgical Patients 
University School of Medicine of 
1:30 p. m.: Opening Remarks by the Chairman- eof Medicine niversity 
8 Brown. Member 25 p. m.: Steroid Therapy in Ophthalmic Lesions 
of Medicine, George Washington University -+ 


1:45 p. m.: Steroid Therapy in Endocrine Disorders p. (15 
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An A. M. A. symposium and panel discussion on the captioned subject, sponsored by the 
Council, will be presented at the Lisner Auditorium of the George Washington University 
School of Medicine, 21st and H Streets, N.W., Washington, D. C., September 25, 1958. The 
meeting, which is being held in cooperation with the University and the Medical Society 
of the District of Columbia, is open to all physicians, including graduate and undergraduate 
students of medicine. Registration will be optional and free of charge. The program, which 
follows, has been arranged by authorization of the Council. Wf. D. Kavrz, M._D.. Secretary. 
Dr. Jonn E. Howanp, Associate Professor of Therapy 
Medicine, Johns Hopkins University School Moderator: Dr. BRown 
of Medicine Panelists: Drs. Howarp, Locxit, RoMANsky, 
2:05 p. m.: Steroid Therapy in Rheumatoid Diseases StoucnTon, Coe, and LEoProLp 
Dr. L. Maxwe.t Lock, Professor and Head The panel will open the preceding presentations 
of the Division of Therapeutics, University to general discussion and will consider questions 
of Buffalo School of Medicine from the audience. 
CHEMICAL LABORATORY 
The Chemical Laboratory has authorized publi- lowing drugs have appeared in the March-April, 
cation of the following statement. 1958, issue of that journal, except for the mono- 
Water Woiman, Pu.D., Director. graph on fludrocortisone acetate which appeared 
in the January-February, 1958, issue. The coopera- 
Monographs of tests and assays for new and tion of the listed pharmaceutical firms that fur- 
nonofficial drugs adopted by the Chemical Lab- nished samples and data is acknowledged. 
oratory of the American Medical Association 
resent an expression of opinion as to what might Lederle Laboratories) 
constitute adequate tests and a to serve as a Carbazochrome salicylate............(The S. E. Massengill Co.) 
reference guide to those interested in the identity Fludrocortisone acetate....................( Merck Sharp & Dohme) 
_ Completed monographs ere pu in the —_Hydroxystilbamidine isethionate..(The Wm. S. Merrell Co. 
journal Drug Standards for those interested in the —_\fecamylamine hydrochloride..........( Merck Sharp & Dohme) 
details of the procedures. Monographs on the fol- Methyprylon........c-ccesssseseseseeeeeee( Hoffmann-La Roche, Inc.) 
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| COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The Council has authorized publication of the following report. This article is part of a nutri- 
tion education program which is assisted by the Nutrition Foundation, Inc. 


Pour L. Wurre, Sc.D., Secretary. 
NUTRITIONAL MANAGEMENT OF CHILDREN WITH DIABETES 


preparations, and the discovery of potent antibac- of the vascular complication is the degree of control 

are important factors that have made it possible to 

expectancy of the juvenile patient diabetes management is of major importance in 

mellitus the treatment of children with diabetes, as the 
children nature and severity of the disease are such that 


majority of children and young adult with diabetes See 
are undernourished when the disease is diet of 
covered, and the onset of the disease is relatively the child with diabetes should be essentially the 
sudden. The majority of the older patients are obese same as for normal children and that it is important 
when the disease is first and the onset is that the food habits of the child’s family and school- 
frequently insidious. The disease in the child is mates be considered in planning the diet.’ Contro- 


ter and gradually changing. Infections are more Most authorities believe there is a close relation- 
uent and more severe. Physical activity is much ship between control of the diabetes and the 
more erratic, and the emotional pattern is less pre- development of complications, both short-term and 
the 
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MELLITUS 
Robert L. Jackson, M.D., Columbia, Mo. 

Diabetes mellitus in children and young adults quency. A high percentage of young adults who 
during the preinsulin era was a severe and rapidly have been diabetics since childhood find them- 
progressive disease. After the discovery and intro- selves severely handicapped by crippling vascular 
duction of insulin in 1922, it became possible to disease. Although great progress has been made in 
keep the diabetic child alive. As additional informa- the treatment of childhood diabetes, most methods 
tion concerning the disease accumulated, better used in the past have failed to prevent the develop- 
methods of treatment were evolved. Advances in ment of diabetic retinopathy 10 to 15 years after 
the field of nutrition, refinements in the handling of the onset of the disease.’ The only identifiable fac- 
acute complications such as acidosis and coma, tor which has been found to have a constant sig- 
introduction of refined and prolonged-acting insulin nificant relationship to the incidence and severity ? 

Vv. 

is so different from 

elder tient that 

more severe than the disease in the adult. The nu- versy exists r g 

tritional — of the child are relatively vision of the intake o 

standpoint of practical therapeutics, it is safer to food intake and insulin distribution be adjusted so 
consider diabetes of the young as distinct from as to avoid insulin reactions and, insofar as prac- 
diabetes of the middle-aged or elderly patient. ticable, to avoid glycosuria. However, the difficul- 
The difficulties encountered in the over-all manage- ties encountered in treating diabetes in the child are 
ment of the child with diabetes are so numerous so numerous that others believe it is undesirable to 
that expert care is desirable. adjust the insulin dosage and food intake to closely 

As the survival period of juvenile diabetics control the glycosuria. They believe that these re- 
has gradually lengthened, degenerative vascular strictions are undesirable for the emotional health 
changes have been observed with increasing fre- of the child and that moderate glycosuria will 
of Missouri. : this group advocate a so-called free diet and 


between that which is attainable and that which 
his environment will allow. With a noncooperative 
and indifferent family, evidence indicates that a 
greater compromise must be made to the patient's 
ultimate disadvantage. 
Diabetic children have a rather uniform 

of recovery once treatment of the disease is initiated. 
Prior to insulin therapy, the child with diabetes has 


pproximately 
protein and 35 to 40 calories per pound of theoreti- 
cal body weight. The caloric intake is adjusted 
subsequently, according to the appetite and weight 
response of the patient. Vitamin supplementation is 


diet with three to five times the recommended 
daily allowance of these vitamins for the first week 


i 


= 


i 
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sufficient insulin to control polyuria and gross figures denoting mean 
glycosuria and to avoid ketonuria at all times. The body weight. However, a wide 
introduction of the term “free diet” has resulted in ae: may be expected at = 
considerable confusion, since the term is interpreted each child are variable. They 
differently. The free diet usually is supervised to ge and sex but also on body build, rate 
the extent of instructing the parents and the child of 
regarding an adequate and regular intake of food, emotional lability. In the figure the curves 
with avoidance of excessive use of unessential and girls are almost identical through age 
foods. state knowledge child from 1 to 3% years old, the curves 
only possi t practical to maintain a hi 
gree of control in children living in well-adjusted 
homes. Each pationt finally makes compromise 
10 to 18 years old, 
of calories per pound of body weight 
for girls decreases more rapidly than those for boys. 
The total caloric intake of both boys and girls up to 
adolescence is much the same as that recommended 
by the National Research Council. However, from 
depleted his nutritional stores; thus, during the | 
initial phases of management, he is rebuilding body 
tissues and stores to normal. During this time his 
requirements for calories and other essential nu- 
trients are higher than the predicted requirements « 
for well children. At the beginning of treatment, i 
8 
BOYS 
: / 
indicated during the initial period of treatment. 
Deficiencies of thiamine, riboflavin, and niacin can GIRLS —~ 
occur in diabetic acidosis. Supplementation of the 
or so of postacidotic treatment would seem to be 
indicated in order to replenish the nutritional stores. 
After this initial period, the only vitamin supple- — 
ment needed is the same as for normal children ‘cht 
receiving a good diet, namely, 400 units of vitamin diabetes 
D daily. in good control.* 
The recommended dietary allowances of the 
National Research Council are the best guides for ages 13 through 18 for girls and 16 through 18 for 
providing for the nutritional requirements.’ In boys, those children receiving semiquantitative diets 
1942, Jackson and Kenefick * found that the diet for have somewhat lower caloric intakes than those 
the diabetic child could be calculated on the basis recommended by the National Research Council. 
of protein and calories and that no special attention This knowledge is particularly useful in guiding 
need be given to the ratio of fat to carbohydrate of the intake of adolescent girls to prevent obesity. 
individual meals. Some of the factors involved in the usual accelerated 
Calories.—My associates and I recently studied weight gain in girls include failure to decrease in- 
the caloric intake of 71 juvenile diabetic patients sulin and caloric intake after the prepuberal growth 
who maintained a high degree of dietary control spurt, decreased physical activity, and dietary in- 
and sustained normal growth; the mean caloric discretion to attain social acceptance. If a child is 
intake per pound of body weight is shown in the either overweight or underweight, the theoretical 
figure.” When good nutritional status has been weight for his height rather than his actual weight 
established and growth follows a fairly normal should be used as a guide for predicting caloric 
pattern, the caloric requirement can be estimated intake. 


fis 


1S 


Exchange Food Lists prepared by the American 
Diabetes Association, the American Dietetic Asso- 
ciation, and the United States Public Health Serv- 
ice. From the clinical viewpoint, if the proper foods 
are selected, the minor differences in the two sys- 
tems are insignificant. By use of exchange lists, 


have that those patients who had estab- 
good nutritional habits as children had, with 
exceptions, carried these habits into adult life. 


i 


| 


814 (Nov.) 1942. 

5. Wilkins, S. N.; Ruby, D. O.; Kelly, H. G.; and Jackson, 
R. L.: Nutritional Management of Children with Diabetes 
Mellitus, Diabetes 4224-31 (Jan.-Feb.) 1955. 
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Summary 
Dietary management is of major importance in 
the treatment of children with diabetes, as the 
nature and severity of the disease are such that 
insulin therapy is required. In addition to the use 
of a nutritionally adequate diet, food must be given 
dietary patterns to meet the relatively greater and —_— in the proper relationship to the distribution of 
changing nutritive needs of children are being de- Ges 
vised and tried at the University of Missouri activity. 
Medical Center. The ultimate success of any 
The only difference in the dietary program for will depend on the thorough ed 
the diabetic as compared with that for the nondia- and his parents so that they become independent 
betic child is that the food intake of the diabetic and ee the dis- 
St., New York 17. 1° 
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Three regimens insulin, with appropriate 
dietary plans, are shown in the table. Regimen A 
(four injections of insulin and three meals) is used 
in the hospital for the early treatment of the patient 
. Fanconi, G.; Botsztejn, A.; a ousmine, C.: 
evening snack) is used in the hospital after control 7. Eppright, E. S.; Sidwell, V. D.; and Swanson, P. P.: 
is attained and for the initial period of home man- Nutritive Value of Diets of lowa School Children, J. Nutri- 
agement. Regimen C (two injections of insulin and tion $41371-388 (Nov.) 1954. 
three meals and three snacks) is introduced in the 8. Taylor, C. M.; Lamb, M. W.; Robertson, M. E.; and 
outpatient clinic or office and is used after the pa- ogee Energy sage for yg t = Cye- 
Seven to Fourteen Years e, J. Nutrition 
tient is familiar with regimen B. If the patient has 35:511-521 (April) 1948. 
difficulty in maintaining control with regimen C, 9. Jackson, R. L.: Management of the Young Diabetic: 
he is advised to revert to regimen B, which provides Current Therapy, edited by H. F. Conn, Philadelphia, W. B. 
greater ease and adjustment of the insulin dosage. Saunders Company, 1958. 
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| COUNCIL ON INDUSTRIAL HEALTH | 


have been prepared by the Committee on Industrial Ophthal- 


The following three reports 
mology of the Council on Industrial Health. 


eyesight among industrial employees 
by immediate and thorough flushing of harmful 
chemicals from the eyes copious amounts of 
water. This has been found to be the most impor- 
tant first-aid measure in such cases. 

Published reports of research in the use of buf- 
fered neutralizing solutions have failed to show 


aid treatment of eyes injured by chemicals and is 
the method of choice in such cases. 


EFFECT OF FLUORESCENT 
LIGHT ON VISION 


Fluorescent lighting is occasionally suspected of 
pons harmful qualities not found in other 
of artificial illumination or in daylight. Both 
the ultraviolet and infrared components have been 
suspected. The Committee on Industrial Ophthal- 
mology, Council on Industrial Health, American 
Medical Association, makes the following state- 
ment: 
The ultraviolet energy from clear blue summer 
sky light is several times as great per foot-candle 


B. Dixon M.D., Secretary. 


ment: 


specifications of the National Bureau of Standards ' 
will eliminate such problems. 

The Committee is cognizant of the excellent re- 
sults achieved in industry by well-conceived and 
well-executed eye protection programs, and thor- 

ghly endorses them. 


47 
USE OF WATER IN EMERGENCY Individual tasks need different levels of illumina- 
Council on Industrial Health, American Medical American Standards Association and the I]luminat- 
Association, has noted the tremendous saving of ing Engineering Society and can be readily achieved 
tained lighting. 

Some individuals are light sensitive and experi- 
ence eye discomfort from light regardless of its 
type or source. Constitutional and pathological 
factors should be considered, as well as the amount 
and kind of light. 

superiority of buffer instillation over proper water Noticeable flicker may be present in single tube 

irrigation. Buffer action is essentially limited to installations, but usually is eliminated in modern 

neutralization of acid and alkaline substances. multiple tube fluorescent installations. 

Water irrigation removes chemicals by mechanical 

flushing. Summary 

It is the belief of the Committee that copious Fluorescent lighting is not harmful to the eyes. 

irrigation with water is still the most universally It does not cause visual discomfort if properly 
8 available, effective, and practical emergency first- installed, maintained, and used. 

eve sarety EQUIPMENT 

It has come to the attention of the Committee on 

pe Industrial Ophthalmology, Council on Industrial 
Health, American Medical Association, that ques- 
tions have arisen in industry and the lay press as to 
whether eye safety equipment might produce eye 
disease. The Committee makes the following state- 

Eye disease is not caused by lenses in eye safety 
equipment. Substandard or improperly fitted lenses 
may cause annoyance and discomfort but not dis- 

as fluorescent light. 
Light from some fluorescent lamps resembles 
daylight more closely than that from tungsten- 
filament lamps. This color resemblance to daylight Since eye protection programs involve medical 
is a desirable quality. eye problems, they are properly a part of industrial 
Infrared energy found in present-day fluorescent medical services and it is essential that such pro- 
lighting produces no known physiological effect grams be under the supervision of a competent 
except that due to heat. Fluorescent light generates physician. The examination, fitting, and mainte- 
less heat per candle power than tungsten lamps. nance of eye protective wear should be under the 
Glare may occur in any system of lighting. Its supervision of an eye physician. 
solution rests with proper installation and use. Reference 
Edmund Chairman), Philadelphia - H yes, piratory Organs, , U.S. 
Pittsburgh; Ralph W. Ryan, Morgantown, W. Va. 1938. 
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Vv. 
tions of alcohol in the blood, from the first imper- are active, often unrestrained, and evidences of 
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muscular incoordination and beginning clumsiness 
can be detected by careful observation or simple 


In the more advanced stages of drunkenness, 
with blood levels of 0.2% or 0.3%, the mental ob- 
fuscation is intensified and incoordination 


more prominent. The disposition and 
changes become greater; there may be flight of 
ideas and pressure of activity or sluggishness and 
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spasmodic or sporadic inarticulate snoring, 
be elicited. 

Handwriting Changes 
The same processes in 


and eventually merely a sprawling line before the 


disturbance 
related to the concentration of alcohol in the b 
that an examiner may often infer 


experienced 
rather closely the concentration of alcohol that 


influence of a may ex- 
pected to result in analogous changes in the hand- 
writing. The preservation of specimens of hand- 
writing which demonstrate these changes may often 
supply valuable evidence in a contested case. Even 
the signature may be affected in overintoxication, 
but copying from a sample or from dictation, or 
preferably an extemporaneous writing, such as an 
account of his condition, are more apt to demon- 
strate significant alterations. The choice of words 
and subjects in writing shows the same loss of 
inhibitions which may be noted in speech and 
actions. Handwriting at an early stage is apt to be 
ng movements larger and heavier and more ornate than usual. 
miliar difficulty There may be a tendency for the writing to rise or 
ighting a ciga- fall, and to vary in the size of letters. Later the 
y be noted. changes become more marked and the letters less 
legible, with more misspellings, crossing out or 
erasures, overwriting, and with excess duplications, 
insertions, omissions, or transpositions of strokes, 
letters, or words similar to the corresponding 
changes in the enunciation of spoken language. 
The writing becomes more scrawling and illegible 
Delayed effects of alcoholic intoxication may be 
— seen in persons with alcoholic psychoses, in de- 
lirium tremens, in persons recovering from a bout, 
and in inebriates, whether chronic alcoholics or 
periodic drinkers. But these effects are to be noted 
chiefly in the content of behavior, speech, and 
writing and in the weakness or tremors which may 
be present, and the incoordination of the acute 
phases is less often or conspicuously noted. 
Individual variations in manifestations of alco- 
holic intoxication are marked. Loss of coordination 
his handwriting may greatly impair a patrolman’s 
orthography without affecting his gait. An experi- 
enced automobile driver may be too drunk to walk 
and yet succeed in driving long distances mechan- 
ically, but without remembering any details of the 
trip, the condition being comparable to sleepwalk- 
ing. Under these conditions he would not be pre- 
pared for unusual emergencies or particularly park- 
ing or backing his car. The range of anesthetic 
ee stages under alcoholic influence is so great, and the 
strained, relevant, and intelligent. Slurring and 
thickening in speech, with lessening in control of 
the vocal cords, may increase. Mental confusion possible the behavior, speech, or handwriting ob- 
may be reflected in omissions, transpositions, inser- served during the examination should be compared 
tions, repetitions or substitutions of letters, words, with that to be noted when the same person is not 
or syllables, which may increase with muttering or under the influence of alcohol. 
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PRONIAZID phosphate, 

tigated in 1952 for its use as a tu 

static agent, was found to be of limited 
agent 


changes 
may be frankly psychotic. More recently, however, 
it has been observed that the drug is capable 
improving mood and behavior in selected patients 


with mental depression. Accordingly, it has been 


considered for more general use as a “psychic ener- 


With more extensive clinical employment of the 
drug, it is not surprising to find that other adverse 
reactions have been encountered. By far the most 


Hit 


+ 


tions .n which the drugs are clearly indicated with 
full knowledge of how the advantages may out- 
weigh any disadvantages. So it is for iproniazid. 


remedy, or on the other hand it may cause un- 
necessary risk. 


therapy or permissible therapy. 

Medicine, therefore, in the interest of justice, has 
been alert to discover systems to insure competent, 
understanda 
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this reason, and because the incidence of toxic 
manifestations (particularly jaundice) may be de- 
be used at all times. The maximum initial dose for 
3 & ambulatory patients is 50 mg. per day; for institu- 
tionalized patients under close medical supervision, 
ee ae ee the initial dose should not exceed 150 mg. per day. 
Initial dosage should be reduced rapidly to the 
lowest levels compatible with satisfactory clinical 
response. Therapy should be discounted as soon as 
feasible. As with any potent drug, iproniazid should 
FREDERIC T. JUNG, M.D. not be used indiscriminately. Therapy should be 
EDWARD R. PINCKNEY, M.D. restricted to patients with moderate to severe de- 
pressions who do not respond to milder central 
nervous system stimulants. The drug is not indicated 
for mild, psychoneurotic depressive states. 
‘ This is not the first drug to be found capable of 
TOXICITY OF IPRONIAZID 
| 
A drug with indicated usefulness should not be un- V. 
° restrictedly condemned. It should be used only with 
proper appreciation of its usefulness and limitations. 
for this purpose because of some undesirable side- To do otherwise may deprive a patient of a useful 
effects. Particularly troublesome were such un- 
wanted eflccts as orthostatic hypotension and ocher 
autonomic disturbances, neurological manifestations 
such as hyperreflexia and clonus, and psychological 
reactions ranging in severity from minor inappropri- IMPARTIAL MEDICAL TESTIMONY 
In 60 to 80% of all litigation today medical re- 
ports or medical testimony is required. The role of 
medical science and, hence, the role of the physi- 
cian in the administration of justice are therefore 
assuming ever increasing importance. Medicine is 
ers not unaware of this situation. It realized many 
years ago that in adversary proceedings—character- 
istic of our system of jurisprudence—advantage can 
be taken of the inexactness of medical science. 
serious toxic effect referable to therapy with ipro- Hing 
niazid is jaundice. The exact incidence of this com- 
y. It has recognized the possibility that the 
plication is not known, although it is probably quite trier of the fact. either jud pete Nan , 

. . . judge or jury, may put in 
low. Nevertheless, the eppoasanes of jaundice a tenuous position because of testimony relating to 
should be regarded as an ominous sign, since it  —_ medical possibility and probability or of testimony 
may be followed by a fulminating type of hepatitis 
pathologically indistinguishable from acute viral 
hepatitis. In fatal cases, the onset of symptoms is 
sudden, and the disease runs a rapidly downhill 
course. It follows, therefore, that iproniazid is con- discovered a panacea but it looks with interest and 
traindicated in patients with either a history or the enthusiasm on the New York Impartial Medical 
hepatic function. Furthermore, periodic liver func- Association of the Bar of the City of New York on the Medical Expert 
tion tests are advisable during therapy. 1956, reviewed: J. AM. A. 404: 1941 (July 28) 1956. _ 


plans for this purpose. gh 

county of New York, under the leadership of Da 
W. Peck, former supreme jud 

York project was started in 1952. After two years of 
trial, from December, 1952, to December, 1954, the 
program was reviewed and pronounced a success 


Essentially the plan attempts to solve two prob- 
lems: finding impartial medical experts and making 
them available, and establishing a procedure for 
selecting cases in which the program might be 
helpful. The New York Academy of Medicine, the 
New York County Medical Society, and the Bar 
Association of the City of New York all cooperated 
in the development of this plan. 

The medical societies jointly designate doctors of 


are then available under a mechanism prescribed 
by the plan to make an independent, objective 


Cornell University n it he points out the poor 
quality of work done by the medical witnesses who 
had been retained by the litigants in personal injury 


provides 
panel consultant should have his report reviewed 
and approved by two other panel members before 
submitting it to the court. Investigations are in the 
A committee of the Section of Judicial Adminis- 
reported 


in personal injury cases. It stated that where it has 
been employed there have been these effects: 


“2. It serves to relieve court congestion by bring- 
ing about the settlement of many cases which 


would otherwise have to be tried and which by 
their nature would entail lengthy trials. 

“3. It has a prophylactic effect upon the formula- 
tion and presentation of medical testimony in court. 

“4. The modest cost involved in the payment of 
independent experts is a positive economy in effect- 
ing a large saving in court operations.” 

As a result of this report, the House of Delegates 
of the American Bar Association in 1957 resolved, 
“That the American Bar Association adopt a na- 
tional program, to be implemented at the local 
level, of fostering the creation and employment of 
impartial medical experts, under court aegis in the 
pretrial consideration and trial of personal injury 
cases especially in those com™~unities where there 
is a volume of personal injury litigation in the 
courts and where there is a sufficient number of 

lified doctors available to constitute a ; 

t the panel be selected by professional 
on the basis of professional qualifications.” 

For medicine the New York plan and similar 
programs represent an important and significant 
experiment in the field of medical expert testimony. 
If the programs are to develop, however, it is clear 
that they must have the wholehearted, intelligent 


cooperation of physicians in these programs to in- 
sure that they do promote objective, impartial tes- 
timony within the framework of our established 
system of jurisprudence. 


INCREASE IN PARALYTIC POLIOMYELITIS 


Reports to the Public Health Service reveal that 
incidence of paralytic poliomyelitis during the 
three weeks of July was equal to or greater 
that for the corresponding weeks of 1957. At 
one-fourth of the states have reported more 
with paralytic poliomyelitis so far this year 
for the same period of 1957. States and terri- 
reporting significantly large numbers for 1957 
luded Connecticut, New Jersey, West Virginia, 
Florida, Kentucky, Montana, Hawaii, and Puerto 
Rico. Two localized epidemics or at least “increased 
incidence” areas have been reported in Montana 
and southwestern Virginia. Another has been re- 
ported in Hawaii, principally among dependents of 
military l. Only one was reported in 1957, 
this in District of Columbia. In view of the 
experience of 1958, physicians are urged to warn 
their patients about the need for continuing with 
the poliomyelitis vaccination program. There is an 
adequate supply of material. It remains now only 
for it to be used. 
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Testimony Project as a constructive approach to “1. It improves the process of finding the medical 
insure testimony that is medically objective, im- facts, vastly increasing the likelihood of reaching 
partial, and adequate. 
The legal profession and the judiciary have been 
equally cognizant of the need for impartial medical 
testimony and have proposed and tried several 
and has continued its operations to the present. 
Recently it was extended to the courts in Brooklyn. 
the highest standing and qualifications to be mem- 
bers of 15 panels of specialists. These physicians 
examination of the medical aspects of a case in 
litigation and report back to the court and the in- 
terested parties. The actual methods of appointing 
and using the panelists are described in detail] in cooperation of physicians. No reason has been ad- 
a report by a Special Committee of the Association vanced for withholding such cooperation. On the 
of the Bar of the City of New York.’ contrary many good reasons exist which merit the 
cases. For example, in 24 of 100 cases in which 
x-rays were involved panel experts found serious ee 
and obvious mistakes on the part of the previous 
partisan medical witnesses. Dr. Wright suggests 
that the most charitable interpretation of such mis- 
takes is that they resulted from ignorance. 
In 1954 a somewhat similar system of impartial 
medical testimony in personal injury cases was es- 
tablished in Baltimore, through the joint efforts of 
the Bar Association and the Medical and Chirurgi- 
cal Faculty. In an effort to prevent the individual 
court-appointed expert from having too much 
power and too much responsibility, a plan is being 
favorably on the use of impartial medical experts 
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ORGANIZATION SECTION 


STATEMENT CONCERNING COMMITTEES 
ON PATIENT CARE 


The National Joint Commission for the Improve- 
ment of the Care of the Patient recommends the 


ning, free discussion of problems, and evaluation 
of coordinated activities, representatives from five 
national groups have met together, since 1948, as 
the National Joint Commission for the Improvement 
of the Care of the Patient. The groups represented 
are the American Hospital Association, American 
Medical Association, American Nurses’ Association, 
National Federation of Licensed Practical Nurses, 
and the National League for Nursing. 

The commission is advisory in nature. Its deci- 
sions are in the form of recommendations to the 
parent organizations, subject to their ratification. 
It neither legislates nor sets policy for its members. 
Its most significant contribution to better patient 
care is the part it plays in bringing together at reg- 
ular intervals the national representatives of the 
people who provide that care. 

In 1953, the National Commission, through the 
parent organizations, recommended that similar 
conference groups be established in each state. To 
date, the states that have reported such commissions 
are Arizona, Arkansas, California, Connecticut, 
Florida, Illinois, Indiana, Kansas, Kentucky, Mary- 
land, Massachusetts, Michigan, Minn... Mon- 
tana, Nebraska, New Hampshire, New York, North 
Carolina, North Dakota, Oregon, Pennsylvania, 
Rhode Island, South Dakota, Texas, Washington, 
and Wisconsin. 

The Joint Commission endorsed the publication 
of the booklet prepared by the Health Resources 
Advisory Committee «i the Office of Defense Mo- 
bilization entitled “Mobilizing Your Personnel Re- 
sources for Better Patient Care.” This booklet pro- 
vides an excellent guide for fostering better 
understanding within the various groups giving 
service to patients in a hospital. 

Conference groups have already been estab- 
lished in a number of hospitals. A review of articles 
in the professional publications indicates that these 


groups are called by different names, have different 
organizational patterns, different membership com- 
position, and different methods of procedure. But 
all have one common aim—the improvement of pa- 


bution. Therefore, the NJCICP, through its parent 
organizations, recommends: 

1. That committees on patient care be appointed 
in individual hospitals. Their purpose should be to 
improve the care of the patient through better com- 
munications and through clarification and coordina- 
tion of operational activities. In hospitals without 
separate clinical services, one committee may meet 
the need. In larger hospitals separate committees 
may be needed for each clinical service (e. g., the 
medical service patient care committee) or for 
each patient care unit. 

2. That such committees include a core of mem- 
bers from the medical staff, nursing service, and 
hospital administration. Equally important is repre- 
sentation from those departments whose responsi- 
bilities touch upon the problems considered by the 
committee. For example, representatives from the 
dietary, admitting, social service, and other depart- 
ments may not always be regular members but 
should be invited to attend when matters are dis- 
cussed that concern their departments. 

It is the thinking of the Joint Commission that 
such committees would be advisory in nature and 
not intended to substitute for administrative deci- 
sions. Their great value lies in what they can ac- 
complish through better understanding among the 
various staffs, freer discussion of relationship prob- 
lems, and exploration of new and better ways to 
improve care of the patient. 


CHANGE OF ADDRESS 


If you change your address please notify Tue 
Journa. at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of THe Journa., being sure to clearly 
state both your old and new address. If your city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 


people whose work is interrelated and mutually these committees are making an important contri- 
dependent can serve the patient more effectively 
when there is an opportunity for cooperative plan- 
1 f 
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ASSOCIATION AT THE ANNUAL MEETING IN SAN FRANCISCO, JUNE 23-27, 1958. 


Raymonp M. McKeown, 


Committee to Study the Scientific Assembly 
McManon, Chairman, Missouri 
Curzon A. Nare, Indiana 
L. Leepuam, Ohio 
James Greenoucn, New York 
Donovan Warp, lowa 


Lester D. 
(reappointed to 3-year term, expiring 12-31-60) 
Rurvus B. Rosis, Arkansas 
(reappointed to 3-year term, expiring 12-31-60) 
G. Sueccey, Pennsylvania 
(present term expires 12-31-59) 
James P. 
(appointed to fill unexpired term of Dr. Warde B. 
Allan, resigned, which expires 12-31-58) 
W. Anprew Bunten, Wyoming 
( present term expires 12-31-58) 
The Speaker drew attention to the procedures and tradi- 
tions of the House of Delegates as well as to the modus 
operandi of presenting business to the House for its consider- 


Dwicer California 


J. Hurnrr, New Jersey 
Joun S. DeTan, Michigan 
Tuvuaman Girvan, New York 
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PROCEEDINGS OF THE SAN FRANCISCO MEETING 
ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
The actions of the House of Delegates at the San Francisco ation, and mentioned that an increasingly important part of 
Meeting are abstracted below so that the reader may have the meetings is the attendance of the alternate delegates. 
this information in digest form. The recommendations of the He suggested that the constituent medical societies should 
various Reference Committees as reported in this abstract consider sending alternate delegates to each meeting and 
were adopted by the House of Delegates unless otherwise underwriting their expenses. 
indicated. The official proceedings will be made available in The Reference Committee on Reports of Officers, to which 
a booklet which will be sent to all members of the House of the remarks of the Speaker were referred, indicated that as 
Delegates and officers of the American Medical Association. usual his remarks were appropriately informative, thoughtful, 
This booklet will not, however, be available for several and constructive. Of particular interest to the committee was 
weeks.—Ep. the concern the Speaker exhibited over the nebulous status 
The meeting of the House of Delegates in San Francisco ee ee ee 
was called to order on June 23, 1958, with an attendance of the dicat lical nese 
195 delegates out of a possible 196. recommended that the Board of Trustees be instructed to 
Awards and Citations.—Dr. Frank Hammond Krusen, Roch- carry out a survey designed to determine the policies of the 
ester, Minn., was elected the 1958 recipient of the Dis- societies with respect to sending alternate delegates to an- 
tinguished Service award of the American Medical Associa- nual and clinical meetings of the Association. 
tion for his outstanding achievements and contributions in The Reference Committees as appointed by the Speaker 
the field of physical medicine and rehabilitation. are as follows: 
Mrs. Charles W. Sewell, Otterbein, Ind., and Mr. Gobind 
Behari Lal, Los Angeles, Calif., received citations from the Amendments to the Constitution and Bylaws 
American Medical Association for distinguished service in Kennernu C. Sawven, Chairman, Colorado 
advancing the ideals of medicine. Noaman S. Moone, New York 
Dr. Virgil P. Sydenstricker, professor emeritus of medicine Donovan F. Warp, lowa 
‘ at the Medical College of Georgia, was awarded the 1958 Geonce S. Kiump, Pennsylvania 
8 Goldberger award in clinical nutrition. Mitanp Hus. North Carolina 
Remarks of the Speaker.—Dr. E. Vincent Askey, Speaker, in 
received at the 1957 Philadelphia Clinical Meeting he had ' New York 
made the following committee appointments: ee 
Committee to Study A. M. A. Objectives and Basic Pro- Eucene Pexpercrass, Section on Radiology 
Franx J. Ho_noyp, West Virginia 
Members of the House of Delegates Josern B. Corecanp, Texas 
Lewis A. ALesen, Chairman, California 
Tuvaman B. Givan, New York Credentials 
Mavens Reven, A. A. Lampert, Chairman, South Dakota 
Members of the Board of Trustees Wiut1am Weston Jn., South Carolina 
Hucu H. Hussey, Washington, D.C. STANLEY WeLp, Connecticut 
Spencer Kinkianp, Georgia 
Executive Session 
L. Howarp Scuriver, Chairman, Ohio 
Cuaaces L. Suaren, Pennsylvania 
Cass, California 
D. Strova., Wisconsin 
The Speaker reconstituted the Committee on Medical Gorvon Harkness, Section on Laryngology, Otology, 
and Rhinology 
Hygiene, Public Health, and Industrial Health 
Cyan. J. Arrwoop, Chairman, California 
F. Brennan, Pennsylvania 
Eant F. Nebraska 
Geronace D. Jounson, South Carolina 
Evwanp P. FLoop, New York 
Insurance and Medical Service 
Tuomas McCreary, Chairman, Pennsylvania 
H. Rectron McCarno Section on Orthopedic Surgery 


J. Barcen, M 


Medical Education and Hospitals 
Noaman A. Weicn, Chairman, Massachusetts 
Peren Munnay, New York 


A. Waicut, North Dakota 


Medical Military Affairs 

Troy A. Suaren, Chairman, Texas 

W. Vinson Preace, Kentucky 

Francis Mi. Forster, Section on Nervous and Mental 


Diseases 
O. Prratan, Oregon 
H. Tuomas McGume, Delaware 


Business 
_ Franx A. MacDona.p, Chairman, California 
Joun J. Masterson, New York 
Lucten R. Pye, Kansas 


Reports of Officers 


Rules and Order of Business 
Josern C. Chairman, Wisconsin 
Ezna A. Woirr, New York 


Wiuxte D. Hoover, Chairman, Oklahoma 


James Fecomayen, California 
F. Onn, Ohio 


Sergeants at Arms 
C. Paut Wurre, Master, Ilinois 
Eustace A. Georgia 
L. O. Simenstrap, Wisconsin 


following the 
House or as officers of the Association. 
Bates, W. A., South Dakota, | 1935. 
Clark, Kentucky, 1945-1950; 1953-1957; Vice-Presi- 
dent, 1954-1955. 


Internal Medicine, 1948-1949. 
Block. W. H., 1923. 
Boswell, 922-1924; 1926, 1928. 


DeBuys, L. R., fermen 1917-1918. 1921. 


Fawcett, Ivan, West Virginia 1898-1940, 
Fitzgibbon, John H 


T 1950. 
Fouts, Roy W.. — Vice-Speaker, House of Delegates, 
House of Delegates, 1946-1947; 


Vice-President, 1 oa 
. Alfred Indiana, 1945-1951; 
Section on and Physiology, 1 
Harris, C. H., Texas, 1906 
. Roland, Rhode Island, 1924-1928; 1930-1933; 


and 
Matas, Rudolph, Louisiana, 1903, Chairman, Section on Sur- 
gery and Anatomy, 1907; Vice-President, 1932-1933. 
McCracken, J. H., Texas, 1912. 
Mellen, Dan, New York, 1956-1957. 
Orton, Henry B., New Jersey, Chairman, Section on Laryn- 
gology, Otology, and Rhinology, 1948-1949. 
Paryzek, ae Ohio, 1942; 1944-1946. 


Ross, Alonzo A., Texas, 1930-1933; 1935-1940. 
man, 1916, Section on Genito-Urinary Diseases. 


White, John Hutchings, Oklahoma, 1913-1914. 
Winslow, Floyd S., New York, pete 1954-1957, Mem- 


. H. E. Kingman Jr., American Veterinary Medical Asso- 
ciation 
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Legislation and Public Relations In Memoriam.—The Speaker presented the following list of 
R. J. Azzani, Chairman, New York members of the House of Delegates and/or officers of the 
Pau. D. Fosten, California American Medical Association, notice of whose death had 
Francis F. Hovvann, Florida been received since the 1957 Annual Meeting. The dates 
Wesiey W. Hat, Nevada Blankenhorn, Marion A., Ohio, Vice-Chairman, Section on 
Water C. Boanemeten, Mlinois en 
Donaldson, Walter F., Pennsvivania, 1923-1927; 1929-1933; 
1935-1948. 
Drennen, W. E., Alabama, 1915. 
J. M. Premrensencen, Illinois 
B. E. Montcomeny, Illinois Hart. W. Lee, U.S. Army, 1928; 1930. ' 
Cuaances G. Hayven, Massachusetts Kindleberger, C. P., U.S. Navy, 1930. 1 
Harovp Garpner, Pennsylvania Kump, Albert B., New Jersey, 1953-1955. Vv. 
Lockwood, Ira Hiram, Missouri, Vice-Chairman 1950-1951, 
Louts C. New Hampshire 
B. W. McNease, Alabama 
Fosse, Massachusetts 
Sections and Section Work 
H. Kennernu Scatusrr, Illinois Pedersen, V. C.. New York, 1910. 
Winrrep A. SHowman, Section on Dermatology Pruitt, Marion C., Georgia, 1942. . 
Jesse W. Reap, Washington Rice, E. E., Oklahoma, 1911. 
Kennetu B. Cast ietron, Utah Risser, Arthur S., Oklahoma, 1941-1944. 
Robinson, George W., Missouri, 1913; 1924-1927. 
Tellers 
Eart MaLone, New Mexico Chair- 
Avsent T. Supman, Wyoming 
Muto Farrz, Alaska Senear, Francis E., Illinois, Secretary, Section on Dermatol- 
Shephard, John Hunt, California, 1933; 1935-1936. 
Smith, Scott Lord, New York, 1945-1951. 
ae Sprague, B. H., South Dakota, 1918. 
Introduction of New Delegates.—The new delegates intro- The House rose in silent tribute to the memory of its de- 
duced were Drs. Robert E. Hastings, Arizona; Donald A. ceased members. 
Charnock, California; Henry Gibbons, California; Harlan A. 
McClure, Colorado; Gray Carter, Connecticut; J. W. Cham- Distinguished Guests.—The following distinguished guests 
bers, Georgia; Walter L. Portteus, Indiana; George H. were introduced by the Speaker: 
Yeager, Maryland; William Bromme, Michigan; John R. Mr. E. D. Bronson, American Bar Association 
Rodger, Michigan; Rolla B. Wray, Nevada; Paul F. Orr, Dr. B. C. Kingsbury Sr., American Dental Association 
Ohio; C. L. Berio, Puerto Rico; Samuel B. Hadden, Pennsyl- Drs. Russell A. Nelson and Edwin L. Crosby, American Hos- 
vania; Daugh W. Smith, Tennessee; R. Russell Best, Section pital Association 
Wergeland, U. S. Army. 
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until the final report of the commission is received, 

that in the interim the Board should implement the 
purposes of resolutions 20 and 24 to the greatest degree 
consistent with good judgment, and recommended that the 
Board authorization to the Department of Public 
Relations to publicize in areas where indicated by local 
conditions the first part of resolution 20 which reads as 
“RESOLVED, that the House of Delegates condemns the 
current attitude and method of operation of the U. M. W. A. 
Welfare and Retirement Fund as tending to lower the 
quality and availability of medical and hospital care to its 
The House of Delegates, however, after considerable de- 


held three meetings at which the following subjects were 


com 
; and (e) the possibility of establishing 
courses in law schools and medical 


tion of the essional code. It also expressed 
the belief that it will be helpful in improving 
interprof een physicians 


hypnosis which was developed by 
that the use 


Relations initiated a study of the 
recommendat 


scientific councils, and the Bureau of Investigation, be made 


Better Business Bureau, giving evidence 
and desire to support this organization in its worthwhile 
activities. 

The Board of Trustees adopted the first four recommenda- 
tions and reported that it had the fifth recommendation 
under consideration. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health endorsed implement 
ommendations and considered monies spent in this 
most justified. 


G. Report of AMA—AHA Liaison Committee.—The Board 
submitted the second report of the joint committee of the 
American Medical Association and the American Hospital 
Association to study in-hospital medical professional lia- 
bility problems. The committee, appointed in 1957, has 
proceeded with the projects as outlined in its initial report 
and submitted to the House at its December, 1957, meeting. 
The committee feels that the results which have been 
realized thus far are encouraging, and it can fulfill a definite 
need in the analysis of joint hospital-medical professional 
liability problems and in the formulation of a sound pre- 
vention program which can be implemented by constituent 
associations and by individual hospitals. 

The Reference Committee on Insurance and Medical 
Service commended the work of the joint committee and, in 
particular, the efforts of the committee in the matter of the 
appointment of similar joint professional liability committees 
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Commission on Medical Care Plans is received, inasmuch as certain aspects of hypnosis still remain unknown and con- 
two of the items referred to have been the subject of in- troversial, active participation in high level research by 
tensive study by the commission. members of the medical and dental professions is to be 

The Reference Committee on Insurance and Medical encouraged; and (4) that the use of hypnosis for enter- 
Service, although concurring in the opinion of the Board of tainment purposes is vigorously condemned. The Board in 
Trustees that final action on these resolutions should be transmitting the report indicated that it would be sub- 

mitted for publication in a specialty journal. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health approved the report and commended 
the Council on Mental Health for its work. 

The House of Delegates adopted the Reference Commit- 
tee report with an amendment that the hypnosis report be 
published in Tue Jounnat with the original bibliography 
appended. 

F. Advertising of Over-the-Counter Medications.—In 1957 
the House of Delegates adopted two resolutions dealing with 
television and radio advertising of “patent medicines.” One 
recommended that the Board augment its liaison with the 
television and radio industry and urge a more careful screen- 
bate, adopted the following amendment made on the floor: ing of broadcast material in an effort to eliminate offensive 
“that this section of the Reference Committee report be and misleading advertising; the other recommended that the 
amended to show that our A. M. A. Headquarters staff is Board continue vigorous opposition to the objectionable ad- 
directed, under supervision of the Board of Trustees, to vertising pertaining to health and that it support voluntary 
proceed immediately with the campaign which was originally activities which would accomplish this end. 
ordered at Philadelphia last December, that no further de- At the request of the Board, the Department of Public 
lays will be tolerated, and that the Council on Medical problem and made the 
Service be relieved of any further responsibility in this a. Board: (1) that the 
matter.” American Medical Association join with other interested 
groups in setting up an expanded voluntary program, co- 
D. AMA-ABA Liaison Committee.—In 1957 at the invitation ordinated by the National Better Business Bureau, which 
of the President of the American Bar Association, the Board will seek to eliminate objectionable advertising of over-the- 
of Trustees of the A. M. A. appointed three representatives counter medicines; (2) that the American Medical Associa- 
to serve on a joint national medicolegal liaison committee. tion counsel with the National Better Business Bureau in the 
8 The Board reported that since its formation the committee selection of a physicians’ advisory committee; (3) that the 
has ee established facilities of the American Medical Association, 
considered: (a) preparation of a national interprofessional such as the Chemical Laboratory, the offices of the various 
code; (b) encouragement of state and local medicolegal ee 
meetings; (c) medical professional liability problems, in- available, so far as is feasible, to aid in the carrying out of 
cluding preliminary review of malpractice claims by local this program; (4) that the Public Relations Department 
medicolegal continue its liaison work with the various groups involved 
medicolegal and assist in the development and operation of this program 
in any way possible; and (5) that the American Medical 
As a result of its deliberations with respect to medicolegal Association become a sustaining member of the National 
meetings, it is the intention of the joint committee to devise 
a plan whereby a panel of qualified attorneys and physicians 
will be made available as speakers to participate at medico- 
legal meetings at the local, state, and national level. The 
joint committee prepared and submitted for approval a 
proposed National Interprofessional Code for attorneys and 
physicians, intentionally prepared in general terms to permit 
its adaptation in the light of local conditions and circum- 
stances. The Code will also be presented for approval to the 
Board of Governors and the House of Delegates of the 
American Bar Association at its meeting in August, 1958. 
The Reference Committee on Miscellaneous Business 
wholeheartedly approved the report of the joint committee 
as transmitted by the Board, complimented the committee 
on the excellence of its i and recommended the adop- 
attorneys. 
E. Hypnosis.—The Board submitted an informational report 
on 
of hypnosis has a recognized place in the medical armamen- 
tarium and is a useful technique in the treatment of certain 
illnesses when employed by qualified medical and dental 
personnel; (2) that teaching related to hypnosis should be 
under responsible medical or dental direction; (3) that as 
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time career personnel of the VA, in all categories, are for- 


uniformed services. It agreed with the Council that these 
physicians should be encouraged to obtain membership in 
hey are eligible. How- 


such 
will keep those physicians within organized medicine. 
Accordingly, the Reference Committee recommended (a) 
that eligibility of full-time Veterans Administration person- 
nel for service membership should be determined by strict 
to the present provisions of Division One, Chap- 
ter I, Section 2 of the Bylaws. This Section requires certifi- 
cation by the Chief Medical Director of the Veterans 
ion, rather than by the medical director or resi- 
dent manager of any individual Veterans Administration 
hospital. Such strict adherence to the Bylaws will provide a 
reliable checklist for the use of the A.M.A. Membership 
Department in the same manner as such lists are now pro- 
by the surgeons general of the armed forces; and (b) 
the entire matter of service membership be re-referred 
the Council on Constitution and Bylaws for further study 
with the request that the Council develop some alternative 
method of determining eligibility for service membership 
which will be equally applicable to all service memberships. 


Scientific Assembly 


At the Philadelphia meeting last December, the Board of 
Trustees recommended the appointment of, and the Speaker 


tion of the secretary and the delegate, serve for one 
year or until their successors assume 

shall be elected for a term of three years and he may 
succeed himself only once. If a vacancy occurs in the 
office of chairman, vice n, or of the 


one delegat 
ove alternate to the House of Delegates ofthe American 
Medical Association to serve for two 
Section 4. Election of Section Officers. No 


No change 


the chairman, the immediate past-chairman, the vice- 
, the secretary, and the section delegate. In case 
of absence of a majority of the executive committee of the 
section from a Scientific Assembly, the chairman shall 
appoint one or more members of the section to constitute 
a majority. The executive committee shall determine the 
suitability for publication of the papers read before the 
sections. The nominating committee of the section shall 
consist of three members appointed by the chairman. 
Section 8. Section Meetings.—Sections shall hold meetings 
in accordance with the program for the Scientific Assem- 


bly, as promulgated by the Board of Trustees. 
Section 9. Participation in Section Work. No change 
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Bylaws of the Association in order to permit the Scientific 
Assembly to function more freely and efficiently. Accord- 
ingly Drs. McMahon and Leedham of the committee and 

ras Dr. Thomas G. Hull, Secretary of the Council on Scientific 

. Assembly, attended the March meeting of the Council on 

Constitution and Bylaws and outlined some of the Bylaw 
changes the committee felt to be needed. 

The Reference Committee considered this section of the 
report of the Council on Constitution and Bylaws together 
with the report of the Committee to Study the Scientific 
Assembly. The committee believed that the — 
changes in the Bylaws would provide for a more 

encourage the creation and perpetuation of Service Mem- operation of the Scientific Assembly. It therefore recom- 
berships among physicians who are able to engage in the mended adoption of the recommended amendments to 
private practice of medicine, and that these physicians Division Two.—Scientific Assembly, of the Bylaws, which 
should be encouraged to obtain membership in a com- would then read as follows: 
ponent and constituent society. The Council, therefore, rec- 
ommended that the ee " Bylaws be amended so BYLAWS 
as to eliminate from eligibility Service Membership Division Two.-S » Age » VL-Meetings 
physician employees of the Veterans Administration. The rec- Section 1. 
ommendations relating to the Constitution must, of course, Section 2. Inaugural. No change 
lay over until the next session. The recommendations relat- Section 3. Rules and Regulations.—All activities of the Sci- 
ing to the Bylaws may be acted on at this session. entific Assembly shall be conducted in accordance with 
The Reference Committee heard extensive testimony; rep- rules and regulations promulgated from time to time by 
resentatives of the Veterans Administration testified that full- the Board of Trustees. 
bidden to accept remuneration directly or indirectly from Chapter VII.—Sections 
outside sources. Full-time physicians in the VA number ap- Section 1. Titles. No change 
proximately 4,000, and part-time attending physicians and Section 2. New Sections. No change 
consultants total approximately 11,000 additional physicians. Section 3. Section Officers.-The officers of each section shall 
The 11,000 are eligible for membership in the constituent be a chairman, a vice chairman, a secretary, the delegate, 
medical societies. Of the 4,000 full-time physicians, how- a representative to the Scientific Exhibit and such other 
ever, about 70% apparently are not eligible for active mem- officers as the section may deem advisable. They must be | 
bership in the constituent medical societies where they re- Active or Service Members and shall, with the excep- 19 
side, because of licensure and residence requirements of Vv. 
those societies. The committee recognized the distinction 
between the relatively permanent personnel assignments of 
the VA and the shorter assignments of physicians in the 
an eligible Member to fill the vacancy until the next 
ever, the committee believed that elimination of eligibility annual meeting. Each section except the Section on Mis- 
for service memberships of medical officers in the VA re- 
Section 5. Section on Miscellaneous Topics. No change 
Section 6. Duties of Section Officers. 

(A) Chairman. No change 

(B) Vice-Chairman. 

(C) Secretary.-The secretary shall arrange the program 

with the cooperation of the chairman and in accordance 
with the rules and regulations of the Board of Trustees. 
He shall perform such other duties pertaining to his 
office as may be provided by the Bylaws and regula- 
tions of the Association or of the section. 

(D) Section Representatives to the Scientific Exhibit. No 

change 
Section 7. Executive Committees of Sections.-Each section 
shall have an executive committee which shall consist of 

appointed, a Committee to Study the Scientific Assembly. 
As a part of its study, that committee, composed of Dr. 
Alphonse McMahon, Chairman, and Drs. James Greenough, 
Charles Leedham, Cleon Nafe, and Donovan Ward, con- 
cluded that a number of changes should be made in the 


Member from the Membership roll. 
= 2. Transfer.—Should an Active or Associate 


ship by the ' idicial Council. A physician eligible for Active 
Membership in the American Medical Association becomes 
a Member of the Association on receipt by the Executive 
Vice-President of the American Medical Association of his 
American Medical Association dues, unless he is exempted 

embers may attend meetings of the Scientific Assembly but 

may not vote or hold office in the American Medical Asso- 
cation. They shall et be required to pay membership dues 


the Constitutic a, and provided he is approved for Member- 


The Reference Committee 


President for the offices of General 
Secretary, respectively. The recommended changes consist 
primarily in those necessary to effect a reallocation of duties 


tary-Treasurer. It had also approved the ae 
Executive Vice-President and an Assistant = 


= 
3 
é 
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Section 10. Presentation of Resolutions.—Resolutions for (B) The Secretary-Treasurer shall be appointed by the 
consideration by the House of Delegates shall be pre- Board of Trustees from one of its number and shall serve 
sented before a section not later than the regular execu- for a period of one year. 
tive session on the first day of the section meetings. (C) Two Trustees shall be elected annually, except every 
Section 11. Section Rules.—Each section may make rules for fifth year, when but one shall be elected, each to serve for 
the conduct of its proceedings, provided such rules shall five years, or until the election and installation of his suc- 
not conflict with the Constitution and these Bylaws or cessor. A Trustee shall not serve for more than two consecu- 
the rules and regulations of the Board of Trustees. tive terms, but a Trustee elected to serve an unexpired term 
Chapter VIIL.-Publication of Papers shall not be regarded as having served a term unless he has 
Section 1. Papers the Property of the Association.—All papers served three or more years 
and reports presented at any scientific or educational 
meeting of the American Medical Association or any of SLAW 
its councils, committees, or bureaus, shall become the Division one—Membership ; 
Chapter 1.—Qualifications, Election, and Rights 
exclusive property of the Association. However, the Board ; 
of Trustees may permit an author to publish his paper Section 1. Active and Associate Members.—A member in 
elsewhere than in a publication of the American Medical good standing of a constituent association of the American 
Aouneistien Medical Association is eligible for either Active Member- 
ship or Associate Membership in the American Medical 
Hyland Committee Study Association after he has been certified for enrollment by the 
At the Philadelphia meeting, the Hyland Committee pre- secretary of the constituent association in the jurisdiction of 
sented to the House the results of its study of the Heller which he conducts his professional activities to the Executive 
Report on Organization of the American Medical Associa- Vice-President of the American Medical Association, pro- 
tion. A number of the recommendations of the Hyland Com- aoncmmeesesese meme SSE 
mittee were approved but since they required changes in 
the Constitution and Bylaws of the Association they were 
referred to the Council on Constitution and Bylaws with a 
required by such substitutions. The Council believes that 
erminations made by the 


i 
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(H) Make proper financial reports concerning Associa- 
tion affairs to the House at its annual session, and 

general office of the Association, except that of President or 


erred by the Speaker to the Reference Committee on 
Business. 

The committee, appointed by the Speaker pursuant to an 
action of the House at its 1957 Clinical Meeting, had been 
charged with the responsibility to consider four matters: 
(a) redefinition of the central concept of the A. M. A. 
objectives and basic programs; (b) placing more emphasis 
on scientific activities; (c) taking the lead in creating more 
cohesion among national medical societies; and (d) studying 
socioeconomic problems. 

The committee met in Chicago on March 15, at which 
time a questionnaire was developed subject to necessary 

resulting from pretesting. Approximately 3,000 


. printed in blue ink, were sent to a probability 


.) 
Annual Meetings 
On recommendation of the Board of Trustees, Miami 
Beach was selected as the site for the 1960 Annual Meeting 
of the Association and New York for the 1961 Annual Meet- 
ing 
No action was taken on the selection of a city for the 
1962 Annual Meeting pending additional investigation of 
facilities offered by several cities. 
Election of Officers 
The following officers were elected 
President-Elect: Lours M. Onn, Orlando, Fla 
Vice-President: W. Lixwoop 


Richmond, Va. 
Secretary-Treasurer: RaymMonp M. McKeown, Coos Bay, 
Ore. 
Speaker, House of Delegates: E. Vincent Asxey, Los 
A 


Vice-Speaker, House of Delegates: A. Weicn, 
Boston 


Members, Board of Trustees: Wannen W. Funey, Chicago; 
RaymMonp M. McKeown, Coos Bay, Ore., and Rurus B. 
Rowins, Camden, Ark. 

Member, Judicial Council: Geonce A. Woopnnovuse, Pleas- 
ant Hill, Ohio 

Members, Council on Medical and Hospitals: 
Jounx Z. Bowens, Madison, Wis.; Lecanp S. McKrrrnick, 

Brookline, Mass. 

Members, Council on Medical Service: Joun F. Bunton, 
Oklahoma City, Okla.; Revsen B. Crntsman Jn., Coral 
Gables, Fla., and Russext B. Rorn, Erie, Pa. 

Members, Council on Constitution and Bylaws: C. 
Boanemeten, Chicago; HyLanp, 
Mich.; and D. Madison, W 


Election of Affiliate Members 


The following persons were elected to Affiliate Member- 
ship in the American Medical Association: 

sonaieen medical missionaries, nominated by the Judicial 
Counc 

T. Boscu, Hohokus, N. J. 

Naomi L. Davton, Vellore, South India 

Donan R. Kinpscut, Palo Alto, Calif. 

Jay P. Munsey, Libya, North Africa 

Samvuet Garpner Rankin, Kowloon, Hong 

Leon K. Rrrrennovuse, Kingston, B. W. I. 

Paut Ruppert, Ethiopia, Africa 

RaymMonp E. Stannaap, U. S. O. “4 Kathmandu, Nepal 

Cutrrorp S. Weanz, Indianapolis, Ind. 
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therefrom. The Secretary-Treasurer shall give bond in such Directory Department. The committee plans to make at 
sum as may be fixed by the Board of Trustees, the premium least a tentative report to the House at its 1958 Clinical 
on such bond to be paid by the Association. Meeting. 
(B) Perform such other duties as may be directed by the The Reference Committee urged those who had received 
House of Delegates or by the Board of Trustees. a questionnaire to cooperate to the greatest degree possible, 
and recommended the adoption of the report. 
Chapter XV1.—Board of Trustees 
Section 1. Composition.—The Board of Trustees shall con- Report of Committee to Study the Scientific Assembly.—The 
sist of eleven members, nine elected as provided in Article report of the Committee to Study the Scientific Assembly 
VII of the Constitution, and the President and the President- was referred by the Speaker to the Reference Committee on 
Elect. The Vice President, Speaker and Vice Speaker of the Amendments to the Constitution and Bylaws. 
House of Delegates shall attend all meetings of the Board Pursuant to the action of the House at its 1957 Clinical 
(including executive sessions) with right of discussion but Meeting, the Speaker appointed a committee to study the 
without the right to vote. Bylaws as they pertain to the Scientific Assembly. (See 
Section 4. Rights and Duties.—In addition to the rights Remarks of Speaker, page 53.) 
and duties conferred or imposed on the Board elsewhere in The committee conferred with the Council on Constitution 
the Constitution and Bylaws, the Board shall and Bylaws and its report coincides with the report sub- 
(C) Appoint annually from one of its number a Secretary- mitted by the Council to the House of Delegates. 
Treasurer who shall assume his duties as a general officer as The Reference Committee considered together the report 
provided in Chapter XIV, Section 4, of the Bylaws. of the Committee to Study the Scientific Assembly and the 
(D) Appoint an editor or editors for all or any of the special of the Council on Constitution and 
Association's publications. The Editor of Tue Jouvnnar of 
the American Medical Association shall be an ex officio 
member of all standing committees of the Board of Trustees 
and of the House of Delegates without the right to vote: 
(E) Appoint an Executive Vice-President, who shall be 
the chief executive officer of the Association to manage and 
direct the activities of the Association. He shall be an ex 
officio member of all standing committees of the Board of 
Trustees and of the House of Delegates without the right to 
vote; 
(F) Appoint an Assistant Executive Vice-President. He 
shall be an ex officio member of all standing committees of 
the Board of Trustees and of the House of Delegates without 
8 the right to vote; 
(G) Have the accounts of the Association audited at 
vacancy by appointment until the next annual session of the 
House, at which time the House shall elect for the un- 
expired portion of the term, unless otherwise provided for in 
the Constitution and these Bylaws. 
Preliminary Report of Committee to Study A. M. A. Objec- 
tives and Basic Programs.—The progress report of the Com- 
copies of the questionnaire, printed in black ink, together 
with a statement explaining the genesis of the committee, 
were mailed on May 14 to the officers, trustees, past-presi- 
dents, delegates, and alternate delegates of the A. M. A., the 
deans of medical schools, the members of A. M. A. councils, 
secretaries of American Boards, the officers and editors of 
state and county medical associations and of 133 other 
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1957 Clinical Meeting report of the Reference Committee 
Insurance and Medical Service which urged a continua- 
tion of studies along these lines. The committee was also of 


the opinion that it is inappropriate to refer resolutions 
this House directly to an interassociation group, such as the 
a Council to Improve the Health Care of the Aged. — 


comments in mind, the committee rec 
resolution the 


adoption of the suggestion that it be re- 
ferred to the Board of Trustees for proper implementation. 
James M Arkansas, introduced a resolution 

that the A. M. A. express opposition to the action of 
the Joint Commission on Accreditation of Hospitals in ad- 


has been in effect (December 1957) there have been many 
instances of patients needlessly suffering; (4) physicians 
of ordering drugs are capable of stopping those 


recommended 
also discussion on resolutions 19 and 20, page 66.) 


Senior Medical Students as Clinical Clerks to Replace First 
Year Interns: No. 10.—Dr. Philip H. Jones for the Louisiana 
State Medical Society introduced a resolution calling atten- 
tion to the fact that nonuniversity affiliated hospitals are 
experiencing great difficulty in obtaining interns in the 


The Reference Committee on Medical Education and 


hospitals. It recommended t 
the Council on Medical Education and Hospitals for its 
formation. 


in- 

Restrictive Effect Certification on Practice of Medi- 
cine: No. 11.—Dr. Philip H. Jones for the Louisiana State 
Medical Society intreduced a resolution stating that when 
board certification groups were first organized they were 
meant to improve standards and clarify competence of in- 
as practitioners in various specialties, but that the 

act of certification has become stereotyped and is being 
used restrictively “as a union card” in the practice of medi- 


certification 
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physicians; (2) the effect of these plans on the quality and In the report of the Reference Committee on Medical 
quantity of medical care provided; and (3) the legal and Education and Hospitals, it was pointed out that the regula- 
ethical status of the arrangements used by the various plans. tion was established because of some unfortunate situations 
bag! and life of individuals where automatic 
to -Type i : No. 6 16.— stop « not exist. While recognizing that any regula- 
Resolutions were introduced by Dr. Earl F. Leininger (No. 6) tion or order is only as effective as those administering it 
for the Nebraska State Medical Association and Dr. Milford may make it, and that unfortunate situations may arise 
O. Rouse (No. 16) for the Texas Medical Association relat- involving strict interpretation by some, the committee was 
ing to opposition by the A. M. A. to the Forand bill of the opinion that this regulation is good from the stand- 
intent that wor itle II of the Social Security Act ieved that the proper administration of such a 
by introducing a hospital and medical benefit, thereby in order to be satisfactory to everyone concerned involves 
establishing a national system of compulsory health insur- responsibility for its administration on the part of individuals 
ance. The resolutions also requested that a copy of each and hospitals in a particular area, and therefore recom- 
on to — President oe —_ bers of the Congress, as mended that the resolution be disapproved. 
as to the constituent ical socicties. 

The Reference Committee on Legislation and Public Re- Social Security Coverage for Physicians: No. 9.—Dr. Stanley 
lations which considered the two resolutions together, rec- > — aa the Connecticut State Medical Society intro- 
ommended that they be approved with the exception of the aoe & an ution instructing the Secretary of the Associe- 
resolve directing that they be sent to the President and tion to conduct a nationwide referendum on the question of 
others. The committee believed that publicity concerning — op coverage for —— and con the = 
the solutions shou be discretic tho: rep as soon as possible to © sectetaries 
individuals within with > constituent medical socteties. 
sponsibility of conducting the campaign against Forand-type The Reference Committee on Legislation and Public Re- 
legislation. lations pointed out that as there is no provision in the 

Constitution and Bylaws of the Association for a referendum 
Voluntary Health Insurance for the Aged: No. 7.—Dr. C. C. ed members, such a referendum would usurp the duties 
Sherburne introduced a resolution for the Ohio State Medi- and prerogatives of the House. The committee therefore 
cal Association calling attention to the rising cost of living ee (See 
which has made it difficult for the aged living on pensions or 
other fixed incomes to meet the costs of medical care, and 
recommending that the newly created Joint Council to Im- 
prove the Health Care of the Aged take immediate steps to 
8 confer with voluntary health insuring agencies and organiza- 
tions on the feasibility of offering a contract which will pro- 
vide = the numbers and of the caliber they require, and further that 
¢ lif a many of these hospitals have the facilities for providing 
The Reference Committee on Insurance and Medical 
solution. It approved section 1 of the resolution, but was P 
he bility of the use of senior medical students in clinical clerk- 
that ships in the place of first vear interns in university affiliated 
cine in many instances. The resolution requested that the 
A. M. A. request its representatives on the Joint Commission 
vocating an automatic stop order on dangerous drugs, be- direct that Board certification should not us as a 
cause (1) the dangerous drugs were not defined; (2) it is qualification for staff appointments in hospitals approved by 
extremely difficult to have stop orders on some types of the Commission. 
medication and not on all medication; (3) since the order The Reference Committee on Medical Education and 
Hospitals called attention to the fact that the sentiment 
expressed by the resolution is one which has been reiterated 
by the Joint Commission on Accreditation of Hospitals on a 
same drugs; and (5) the order is an arbitrary and unneces- number of occasions. The committee recommended approval 
sary invasion of the doctor-patient relationship. Copies of of the resolution with the following modification: “That the 
the resolution = to be sent to the ag A emmy ys on House of Delegates of the A. M. A. request its representa- 
cians, the American College of Surgeons, the American 
Hospital Association, the Canadian Medical Association, and not be used as the sole qualification for staff appointments 
the American Academy of General Practice. in hospitals approved by the Commission.” 
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Medicare: No. 12.—Dr. James M. Kolb, Arkansas, introduced 
a resolution that the A. M. A. request the 
cdintndcteater of the Medicare program to issue a directive 
ye in which it is customary to start charging night rates 
at 7 p. m. 

The Reference Committee on Insurance and Medical 
Service did not believe it was possible to set up a national 


the negotiating team to submit to the wishes of each state 
in all matters in the Medicare program. 


Limitation of Exemption for Residents from Payment of 
Dues: No. 14.—Dr. O. J. Campbell, Minnesota, introduced a 
resolution requesting an amendment to eliminate the time 
provisions of Chapter Il, Sec- 


except for its reference to fellowships. It was pointed out 


the 
and Bylaws for implementation insofar as it relates to resi- 
dents, and to residents only. 


Relationships Between Medical Profession and Administra- 
tors of Medical Care Plan of UMWA: No. 15.—A resolution 


Clinical Meeting, and (c) that the Board of Trustees make 
available to the committee the necessary funds and person- 
nel for its proper functioning. 

The Reference Committee on Insurance and Medical 
Service commended the medical profession in Tennessee for 
the manner in which it has approached problems of medical 
care in the coal mining areas and for its successful liaison 
with administrators of the medical program of the UMWA. 
However, it was of the unanimous opinion that the appoint- 
ment of a special committee is not now necessary; that a 
great deal of work has been and is being done by various 
groups within the Association; and that the creation of a 
new committee would be a duplication of work and money. 
The committee further pointed out it is hoped that the 
Commission on Medical Care Plans will report at the 1058 


a copy of the be sent to the President of the 
United States, the members Congress, and the con- 
stituent medical societies. 
The Committee on Legislation and Public Re- 
lations was in favor of the expressed by the reso- 
of the following 
substitute resolution: 
WHEREAS, Pro -employed 


for the inclusion of self 


before the A. M. A. House of Delegates and its reference 
committees, yet there remains the necessity of reiterating 
our position to members of Congress and to the general 
public that American physicians still strongly oppose being 
included in the Social Security System; and 


Resolved, That the House of Delegates of the American 
Medical Association unequivocally opposes the compulsory 
ystem 


Jenkins-Keogh Bills: No. 18.—Dr. Milford O. Rouse for the 
Texas Medical Association introduced a resolution request- 
ing that the A. M. A. again affirm its strong endorsement of 
the principle of the Jenkins-Keogh plans, urging the prompt 
and favorable consideration of the proper bills in the present 
Congress, and that a copy of the resolution be sent to the 
President of the United States, the members of the Congress, 
and the constituent medical societies. 

The Reference Committee on Legislation and Public 
Relations recommended of this resolution. 


Social Security Coverage for Physicians: No. 19 and 20.— 
Resolutions relating to a poll of the A. M. A. membership 
regarding the inclusion of physicians in the Social Security 
System were introduced by Dr. P. J. DiNatale for the Medi- 
cal Society of the State of New York (No. 19 and 20). 

Resolution 19 resolved that a mail poll of the entire 
membership be undertaken immediately by the Board of 
Trustees on the question, “Do you favor (yes or no) 
sion of self-employed doctors of medicine in the Federal 
Social Security System on a compulsory basis?”; that the 
poll not include any reference to the Jenkins-Keogh bills or 
coverage on a voluntary basis, but be confined to the latter 
question, and that the results of the poll be published in 
Tue Journat and reported to the House of Delegates at its 
1958 Clinical Meeting. 

Resolution 20 resolved that the Secretary of the Associa- 
tion conduct a poll of active members in an attempt to 
ascertain their feelings for or against compulsory Social 


Security for physicians. 

The Reference Committee on Legislation and Public 
Relations after lengthy ten felt that the members of 
the House of Delegates are sufficiently well informed to 
represent adequately the views of the physicians of America 
on this question. It was pointed out that the House of 
Delegates is the policy-making body of the Association and 
a poll therefore would be informational only. The committee 
was of the opinion that any poll should be taken on a state- 
by-state basis, and the results transmitted to the A. M. A. 

es from each state. committee accordingly rec- 
ommended that resolutions 19 and 20 be not approved. 


Social Security for Physicians: No. 21 and 22.—Dr. P. J. 
DiNatale for the Medical Society of the State of New York 
introduced resolutions (No. 21 and 22) relating to Social 
Security benefits for self-employed physicians. 

Resolution 21 resolved that the A. M. A. call on the Con- 
gress of the United States to extend benefits of social secu- 
rity to self-employed physicians, and that the Board of 


policy as requested in the resolution and believed that the - in | Social Security System have been made 
matter should be left to the decision of the individual states repeatedly and are now pending before Congress; and 
in negotiating their Medicare contracts. The committee WHERE! he matter} several tip 
therefore recommended that the resolution be not adopted. 
The House, however, adopted an amendment made on 
the floor to the effect that the A. M. A. request the ad- 
ministrator of the Medicare program to issue a directive to 
ee wHeneas, American physicians always have stood on the 
principle of security through personal initiative; therefore 
tion 4, of the Bylaws of the Association, limiting the exemp- ee 
tion for residents from payment of dues to the period of 
five years following graduation. It was felt that the exemp- 
tion should be available to members entering residencies 
and fellowships later than five years after graduation. 
The Reference Committee on Amendments to the Con- 
stitution and Bylaws agreed with the intent of the resolution 
4 (C), of the Bylaws. The committee recommended that 
Vv. 
was introduced by the Tennessee delegation requesting that 
a special committee composed of three or five members of 
the House of Delegates be appointed by the Speaker of the 
House (a) to make an investigation of the situation in the 
states where disputes exist between the medical profession 
and the administrators of the medical program of the 
UMWA for the purpose of determining the facts with re- 
gard to the origin and the nature of such disputes, (b) to 
report their findings to the House of Delegates at its 1958 
resolution. The committee recommended, that in view of a 
the activities already being carried out by the A. M. A., the 
resolution be not approved. 
Inclusion of Physicians Under Social Security: No. 17.— 
Dr. Milford O. Rouse for the Texas Medical Association 
introduced a preamble and resolutions requesting that the 
Association unequivocally oppose the inclusion of | self- 
employed physicians in the Social Security System, and that 


+ ER: 
Hi 
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Trustees take appropriate action in order that there may be 
federal legislation in of this policy. 
Resolution 22 asked thet the Association rescind its 1957 
action in not choosing to advocate social security for doctors 
of medicine under the federal law, and instead affirm ap- Or 
proval thereof. 
The Reference Committee on Legislation and Public 
lations recommended that these resolutions be not app 
Insurance Program: No. 23.—Dr. 
Medical Society of the State of New 
ition requesting that the A. M. A. 
ile of allowances by the Burea 


committees; and that 
should be given to these mediation 


resolution be forwarded to members of the Congress 


and referred to the Board of Trustees for appropriate action. 


(1) that the A. M. A. be urged to assume promptly its true 
by establishing a plan for accreditation of 
hospitals, such plan to be limited to the problems of patient 
care, staff organization, and intern and resident training 
Hospital Association 
urged to cooperate with the A. M. A. by limiting its 
accreditation activities to the strictly physical problems of 
hospital care which unquestionably is its responsibility. 
The Reference Committee on Medical Education and 
called attention to the fact that pursuant to action 
of the House at its 1955 Annual Meeting, a special com- 
mittee was appointed to review the functions of the Joint 
Commission on the Accreditation of Hospitals, and that its 
report was made to the House of Delegates in June 1956. 
The reference committee also called attention to Section F 
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by the House, the reference committee 
the resolution be not adopted. 


therefore be it 


Resolved, That the American Medical Association record 


Training of Student Nurses: No. 38—Reso- 
lution 38 introduced by Dr. William F. Costello, New Jersey, 
called attention to the developing tendency in the United 
States to reduce the operating room experience required in 
the curriculum for student nurses, and requested that the 
A. M. A. express its disapproval and stern opposition to 
curtailment or withdrawal of this experience as incompatible 
with the rounded development of those professional capa- 
bilities desirable and indispensable for the public welfare. 

and 


Hospital Accreditation: No. 39 and 56.—Resolution 39 
troduced by Dr. Philip H. Jones, Louisiana, indicated yo 
the standards and requirements maintained by the Joint 
Commission on Accreditation of Hospitals are such that they 
can best be maintained by the larger and teaching 

It suggested that the A. M. A. ask its representatives on the 


and 

hospitals, with less teaching facilities, residents, and interns. 

Resolution 56 introduced by Dr. Walter C. Bornemeier, 
Illinois, resolved that the A. M. A. instruct its representatives 
on the Joint Commission on Accreditation of Hospitals to 
defend and enhance the role of the physician and county 
medical societies in medical matters in their own com- 
munity, and recommended that county medical societies be 
consulted whenever possible in matters of accreditation. 

The Reference Committee on Medical Education and 
Hospitals reviewed these resolutions together and recom- 
mended that they not be adopted. By way of explanation, 
it was pointed out that in the “Report of the Committee to 
Review the Functions of the Joint Commission on Accredi- 
tation of Hospitals (Stover Committee, 1956) it was recom- 
mended that the Commission give consideration to establish- 
may vary depending upon the size of 
the hospital. Each hospital should be judged on its own 
merits and efficiency, regardless of size.” It was further 
pointed out by members of the Joint Commission that some 
changes had been made in the Commission's regulations 
pertaining to the organizational structure for small hospitals 


6s 
ity 
committee recommended that the resolution be not adopted. 
Relation of Physicians and Hospitals: No. 32.—Drs. Warren introduced Dr. Philip $ 
W. Furey and W. C. Bornemeier for the Illinois State 
f . that inasmuch as extensive promotion, particularly by tele- 
Medical Society introduced a resolution requesting that a vision and radio, of self-medication for common symptoms 
study be made to determine whether or not the growing such as indigestion constipation and anemia may postpone 
practice by hospitals of encouraging staff members to con- the diagnosis of serious disease, (1) that the A. M. A. 
s. of Trustees consider and appropriate 
The Reference Committee on Insurance and Medical The Reference C ittee on Hygiene, Public Health, and 
Service believed that a study should be made and recom - 
. Industrial Health indicating it was cognizant of the excel- 
mended approval of the resolution with the further recom- : 
mendation that it be referred to the Board of Trustees for lent work being voluntarily carried out by organizations 
concerned with advertising, recommended the adoption of 
prompt implementation. the following amended resolution: 
Care of the Aged: No. 33.—Dr. William Weston Jr., South wuereas, Extensive advertising and promotion through 
Carolina, introduced a resolution requesting the A. M. A. to newspapers, magazines, television and radio of self-medica- 
urge the Congress to refrain from the passage of laws which te 
would hamper the efforts of the newly created Joint Council 
to Improve the Health Care of the Aged by making the 
aged of our population more dependent on the federal a 
government, so that this organization may have reasonable its opposition to this dangerous practice, and that the ques- 
time to work out the solution of the problem in the tradi- tion be referred to the Board of Trustees for consideration 
tional American way, and recommending that a copy of - and appropriate action. 
with 
request that they use their best efforts to implement the 
purpose expressed therein. 
The Reference Committee on Legislation and Public 
Relations recommended that the resolution be approved 
(See also discussion resolution 7, page 65. ) Dag | 
A. M. A. and Other National Medical Associations: No. 34.— 
Dr. George D. Johnson, South Carolina, introduced a reso- 
ae seein that the Board of Trustees explore the 
desirability and feasibility of having the House of Delegates . . 
meet with some of the larger associations such as the Hospitals recommended the adoption of a substitute resolu- 
American Academy of General Practice, the Southern tion that recommended that the A. M. A. —— the opinion 
Medical Association, and other organizations at their fall that some operating room experience ts va uable and neces- 
meetings. sary training for all nurses. 
The Reference Committee on Miscellaneous Business 
agreed in spirit with the resolution, but felt that meetings 
between members of these organizations are already occur- 
ring and consequently recommended that the resolution be 
not adopted. 
Accreditation of Hospitals: No. 35.—Resolution No. 35 in- 
troduced by Dr. Malcom E. Phelps, Oklahoma, requested Joint Commission to aitempt to make a distinction between 
of the report of that committee which states in subsection 1: 
“After thorough study the Committee does not believe 
administrative and professional functions in accreditation 
can be separated, but believes accreditation of the hospital 
should be done by the Joint Commission and accreditation 
of internship and residency programs should continue to be 
the function of the American Medical Association through 
its Council on Medical Education and Hospitals.” 


at 
i 
L 


blish a socialized system 
of government medicine; (2) the Rockefeller Foundation 


+ 


a program are clearly redefined 
of this resolution be sent to the appropriate agencies. 
Reference Committee on Miscellaneous Business felt 


that the regionalization plan represented an experiment 
initiated by government to control the practice of medicine 
and will result, in effect, in the socialization of medicine in 


| 

2 

4 


The Reference Committee on Miscellaneous Business was 
ommended the ion of te 
Board of Trustees continue its leadership in maintaining 
proper advertising we in its own publications, and 


that appropriate A. M assist constituent state 
component lh one societies to the end 

age reading the publications of these societies may 
confident that 


troduced by Dr. Frank A. MacDonald 
(1) immediately survey and re- 
uate 


be complete cooperation and 
between the Washington Office and the headquarters office 


The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu- 
tion to the effect that the A. M. A. initiate continuing dis- 
cussions with the groups as listed, to improve the quality 
and quantity of nurse training. 
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necessary; and that a re-definition of the respective duties of 
the Washington Office and the Chicago headquarters is in- 
dicated. The consensus expressed at the committee hearing 
was that there is a need for a broad and integrated program; 
that more strengthening of efforts is required; and that there 

The committee recommended approval of the resolution, 

to certain regulations of the Joint Commission. with an amendment to section (1) to indicate that the 
survey and the reevaluation include not only the Washington 
Proposed Regionalization Program in Commonwealth of Office but the over-all A. M. A. legislative system. 
Puerto Rico: No. 40.—Resolution 40 introduced by Dr. C. L. 
Berio, Puerto Rico, indicated that attempts are being made Basic Medical Rights of American Citizens: No. 44.—A 
to organize in the Commonwealth of Puerto Rico a system resolution was introduced by Dr. Donald A. Charnock, 
of medical care known as the Regionalization Program which California, calling attention to the fact that in the social 
is in essence the socialization of medicine. The resolution trend toward organized programs for the purpose of obtain- 
requested that (1) the A. M. A. oppose vigorously such a ing protection against the unexpected costs of illness, various 
Regionalization Program in Puerto Rico, unless it be clearly agencies now act as third parties for the purpose of organiz- 
and explicitly shown that such a program will deal with the ing and managing such programs, thus interposing them- 
reorganization and integration of the government facilities selves between physicians and patients, and urging approval 
of several principles. 

The Reference Committee on Insurance and Medical 
Service, while attempting to keep within the intent of the 
resolution, recommended the adoption of a substitute reso- 
lution that the House of Delegates approve the following 
principles: 

“We, as physicians, cognizant that the American citizen 
enjoys certain basic rights as his heritage, and that these 
rights extend to the citizen in his position as a patient, do 

“1. He should have the right to employ the physician of 
his choice and should be free to terminate the professional 
| ee relationship at will, without bureaucratic or governmental 
8 domination, and 
Medical Journal Advertising: No. 42.—Dr. Donald A. Char- “2. He should have the right to know that his physician 
nock for the California Medical Association introduced a is responsible for all decisions regarding the extent of his 
resolution to the effect that advertising in medical journals medical care, and that these decisions are not dictated, 
must adequately and properly reflect for the benefit of restricted, or controlled by any third party.” 
physician readers the true substance, use, therapeutic ad- The committee further recommended that the Board of 
vantages, and necessary precautions in using the product Trustees and its representatives publicize these principles as 
advertised, and advertising safeguards should be maintained. the basis for participation in any program of medical care. 
Tax Deduction for Tuition Costs of Higher Education: No. 
45.—A resolution was introduced by Dr. Donald A. Char- 
nock, California, requesting that the A. M. A. legislative 
committee and the members of the Congress be urged to 
take steps to initiate, or to have introduced into the Con- 
gress, legislation which would have as its object the allow- 
ance of all items incurred in the maintenance of a student 
in a recognized college or university for tuition or fees as 
has passed a fair but rigid examination by competent au- deductible items in the computation of gross income for 
thorities. federal income tax purposes. 

The Reference Committee on Legislation and Public 

A. M. A. Washington Office: No. 43.—A resolution was in- Relations, although in sympathy with the sentiments ex- 
pressed in the resolution, recommended that it be referred 
to the Committee on Legislation for study along with the 
numerous other income tax bills now before that Committee. 

Office in the light of present-day needs of the government, 

public and medical profession alike for effective liaison be- Nurse Training Program: No. 46.—Dr. Donald A. Charnock, 

tween government and medicine on all matters affecting the California, introduced a resolution requesting the A. M. A. 

public's health, and adequate, prompt and accurate trans- to initiate continuing discussions with representatives of the 
mittal to the A. M. A. membership of information on all American Nurses Association, the National League of 
current public issues in which the physician has a direct Nursing, the American Hospital Association, and all other 
interest, and (2) implement, as rapidly as possible, all interested groups, to resolve the inadequacies in quality 
changes and additions that its survey discloses are desirable and quantity of nurse training, and to disseminate the re- 
to achieve the basic purpose of the resolution; namely, sults of such discussion to the medical profession through 
effective public and government relations. available media. 

The Reference Committee on Reports of Board of Trus- 

tees and Secretary after long and serious consideration, 

agreed that there is a need for reevaluation of the over-all 

legislative program of the A. M. A.; that changes in the 

regional set-up of the Committee on Legislation may be 


that there continues to be cammaden third party intervention, 
governmental and otherwise, physician and patient 


to the detriment of good medical practice, and 


A 
i 


i 


felt that the resolution was unnecessary, 
and it that no action be taken. 
Guide for Judgment of Third Party Plans: No. 50.—Dr. B. E. 


introduced a 


resolution outlining 
guide, based on “The Principles of Medical Ethics Ethics and 
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Opinions and Reports of the 


to serve as a standard of 


Service believed it would be unwise to act hastily on any 
statement of medical ethics, and therefore recommended 
that the resolution be referred to the Judicial Council. 


Korean Children: No. 51.—Dr. E. G. 
resolution requesting 


communi- 
tuberculosis, and (2) 


wonderful work. The committee was in favor of the resolu- 
tion and urged its approval. 


Freedom of Choice: No. 52.—Dr. Wilkie D. Hoover, Okla- 
homa, introduced a resolution indicating that the A. M. A. 


accordance with established scientific principles, not sub- 

ject to interference by a third party; 

Freedom by the physician to practice his profession on a 

fee-for-service basis, 

Freedom by the physician to collect directly from the 

patient a portion of the fee for each service performed; 

. Freedom by the physician to practice such a system of 


F 


ed renewable by mutual agreement of 
the contracting ; and 
8. Freedom by the state medical associations to have pro- 
at the policy-determining level 


70 
introduced a resolution to the effect that recent acts of the 
U. S. Congress and several state legislatures have brought association of a physician with a third party plan. 
on an initial form of government-controlled medicine which The Reference Committee on Insurance and Medical 
is bureaucratic, arbitrary, and subject to governmental whim 
and mismanagement, is contrary to the best interests of the 
health of the elderly —_— of this nation. The a 
uested (1) that the Board of Trustees set up a specially 
committee to study, anticipate, educate, and, rey 
the very best interests of the people, prepare for similar 
legislation that will surely be presented in the not-too-distant clare its grave CS Owes the health of Korean children. 
future to our state lawmakers; and (2) that the committee the adoptive families and communities in which they will 
be empowdered to engage the services of public relations live, resulting from the admission into the United States 
experts and any others whose special aptitudes and quali- under Section 6, Public Law 85-316, of Korean children 
fications might make their services of value, and (3) that suspected of or known to be infected 
the House authorize this committee, subject to approval by cable diseases, including pulmonary a 
the Board of Trustees, to spend any reasonable sums to petition the Congress to amend this Section of the law so 
rurther this public relations and legislative program. as to control, in the interest of the public health and welfare. 
The Reference Committee on Legislation and Public Re- the admission of children with severe communicable dis- 
lations approved the resolution in principle and recommend- eases into the United States. 
ed referral to the Board of Trustees for study and imple- The Reference Committee on Legislation and Public Re- 
mentation. lations felt that the American people should be highly com- 
mended for opening their homes to Korean orphans and for 
Special Division of the A. M. A.: No. 48.—Dr. Donald A. adopting these children. It hoped that the individuals who 
have undertaken the task of transporting the unfortunate 
children to their new homes will be able to continue their 
should not accept any system of government-sponsored 
practice of medicine which does not provide the following 
principles: 
his choice; (hb) to formulate further plans to HE 1. Freedom by the patient to consult the physician of his 19 
medical needs of the American people under the voluntary choice; 
free enterprise system; and (c) to offer positive advice and 2. Freedom by the physician to choose those whom he will Vv. 
assistance to state and local societies as to courses of action serve: 
rad — wo specific threats to voluntary medical care arise 3. Freedom by the physician to practice his calling in ac- 
cordance with the recognized code of medical ethics; 
agreed wholeheartedly with the principle of the resolution 
to establish a long-range planning group. However, inas- 
much as there are two committees at the present time work- 
ing in this general field, the committee was unable to decide 
whether or not the long-range objectives of the resolution 
were being carried out by these two committees. It suggested 
therefore an amendment requesting the Board of Trustees 
to explore the desirability of establishing an entirely new 
special division of the American Medical Association with government-sponsored practice of medicine under terms 
functions as outlined above. of a written contract between the government and the 
Radiation Hazard: No. 49.—Dr. Donald A. Charnock. Cali- various state medical associations, such contract to be of 
fornia, HEE resolution requesting the Board of 
Trustees to set up an appropriate committee or commission 
of experts to (1) investigate radiation hazard from all 
sources; (2) evaluate the statements that are currently 
being made; and (3) report their findings with all possible such a proposed system. 
dispatch to the A. M. A. and to the American people. The Reference Committee on Insurance and Medical 
The Reference Committee on Hygiene, Public Health, Service concurred in a number of the principles set forth 
and Industrial Health was in agreement with the desirability in the resolution, but because the subject matter is being 
of establishing of a committee or commission of experts considered by the Commission on Medical Care Plans, it felt 
to consider the problem of radiation hazards from all that no action should be taken until the House received the 
sources. It noted, however, that such a committee, to be report of the Commission. It therefore recommended that 
known as the Committee on Atomic Medicine and lonizing the resolution be not adopted. 
Radiation, had been proposed by the Board of Trustees. F ; : 
(See Tae Journat, May 17, pages 343-345, and action of Attendance of Immediate Past-President at Meetings of 
5) The Board of Trustees: No. 53.—Dr. James P. Hammond, Ver- 
: mont, introduced a resolution stating that the President of the 
A. M. A. has, by virtue of the attainment of that office, 
demonstrated his outstanding ability and qualifications as a 
physician and medical statesman, and recommending that 
ot mectings of the Board of Trastee 
mediate Past-President at meetings of the Board of Trustees. 
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Behalf of American 
It is indeed a pleasure for me, as a ative 
of the Board of Trustees of the American Medical 


cerning this important medicolegal film. It concerns 
traumatic neurosis—one of the most controversial 
subjects in personal injury litigation and workmen's 
compensation cases. Mr. Bronson will tell you about 
the legal intricacies involved, so | will allude only 
to some of the medical aspects of the problem. 
For the benefit of the nonmedical members of 
the audience, a trauma is anything, either physical 
or mental, that causes injury to the individual. Al- 
, such as a blow, there are other forms 
trauma—thermal trauma, for cin, a burn . 
frostbite; chemical trauma, contact of acid with the 


tional or a mental turmoil that induces greater 
than normal attention to bodily manifestation of 
illness or greater than normal response to injury. 

The combination of words into the term “trau- 
matic neurosis” first occurred about 100 years ago. 
thes was used to designate causes in which neither 

organic lesions nor true psychoneurotic 
could be demonstrated. As used today, 
the term has many meanings. However, the condi- 
tion it is intended most often to describe is chiefly 
the result of conflicting forces or drives within the 
personality structure of the individual, a reaction 
not specifically related to the type of injury that 
caused it. 

Persons with genuine traumatic neuroses, for the 
most part, are those who have previously been ap- 
parently well adjusted and who, after an injury— 
sometimes a relatively mild or even trifling injury— 
manifest a set of symptoms that involve all aspects 
of their psychic living. The violence and nature of 
the accident or trauma merely color the intensity 
of the neurosis rather than determine its essential 
character 


It is easy to see, therefore, why an attorney who 
has a case involving this issue is dependent on the 
physician for an impartial evaluation of the matter. 
It is also easy to see why the physician who is called 


upon to determine the existence of the neurosis and 
its possible relationship to the trauma has an ex- 
tremely difficult task. 

It is, in fact, the nature of the condition that has 
led to malingering and to charges of malingering. 
Many believe that too frequently claims-conscious 
people purposely feign illness and try to reproduce 
nonexistent signs and symptoms in order to deceive, 
to evade responsibility, or to derive gain. Others 
believe that unalloyed malingering does not exist, 
that simulation in these cases is always a symptom 
of some underlying psychic disturbance, while still 
others apply the term to practically all compensa- 
tion cases in which organic damage cannot be dem- 
onstrated. 

When a court or commission is asked to find that 
a traumatic neurosis does or does not exist, it must 
have the best possible evidence before it. The 
obligation of attorneys and physicians is increased 
by virtue of the very nature of the condition en- 
compassed within the meaning of the term “trau- 
matic neuroses.” Neither court nor commission nor 
the administration of justice will be well served 
unless both physician and lawyer ethically col- 
laborate to obtain and present the best evidence. 

Obviously, the attorney wants and must have the 
cooperation of the physician with respect to the 
identification of traumatic neurosis and proof of 
its existence or nonexistence in any given case. The 
physician, in keeping with the scientific disciplines 
of his profession, want to and must cooperate with 
the attorney so that the knowledge of medical 
science can be properly applied in the forum of 
justice 


In addition to my personal relations with mem- 
bers of the legal profession, I have had the good 
fortune to be a representative on the American 
Medical Association—American Bar Association 
Liaison Committee. That committee has as its basic 
objective the improvement of doctor-lawyer rela- 
tionships. Today, the House of Delegates approved 
a national interprofessional code prepared by the 
committee. That code will also be submitted to the 
A. B. A.’s House of Delegates this summer for con- 
sideration and, I hope, adoption. 

This film, the other films in the Medicine and the 
Law series, and the codes of interprofessional con- 
duct are manifestations of the sincere efforts to im- 


72 
On June 25, during the annual meeting in San Francisco, the film entitled “The Man Who 
Didn't Walk” had its premiére showing. This film is the third in a series of medicolegal 
films which is being sponsored by the Wm. S. Merrell Company in cooperation with the 
American Medical Association and the American Bar Association. The brief speeches preced- 
ing the showing of the film are presented below. 
THE MAN WHO DIDN'T WALK 
Introductory Comments by Dr. Hugh H. Hussey on 
Association, to present a few brief remarks con- 
19 
Vv. 
In, and psvenic Trauma. 
In general, a neurosis can be likened to an emo- 
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prove the administration of justice. With patience 
and with continued collaboration between the two 

, our interprofessional problems should 
eventually be substantially eliminated. 

On behalf of the American Medical Association— 
all thanks to the Wm. S. Merrell Company for 
underwriting the cost of these films. The company’s 
foresight and generosity have been a great aid in 


to apply the principles we have learned or agreed 
to so that the individual we serve—whether he be 
patient or client—is benefited by our mutual co- 
operation to protect his inalienable rights. 


Comments by E. D. Bronson, Esq., on Behalf 
of the American Bar Association 


It is a pleasure to extend to the American Medi- 
cal Association greetings of the American Bar As- 
sociation. Mr. Charles Rhyne of Washington, D. C., 
has asked me to exvress his disappointment in be- 


to see is a vivid portrayal of the problem that lies 
at the core of these cases. For a number of years I 
have represented the corporate insurers of these risks 
in the trial courts. Their attorneys undoubtedly look 
with a more jaundiced eye than you upon these 
claims of traumatic neurosis. So it is easy to make 
the confession that I am left today in much the 

same degree of doubt and uncertainty about the 
reliability of this diagnosis as with the first case 
that came to my attention, and frequently it would 
appear that the doctors suffer the same uncertainty, 
whether expressed or not. 

What we are talking about now is the case where 
the traum”tic neurosis is claimed in court, coupled 
with demands for heavy money damages for a radi- 
cal and permanent condition. We are not talking 
about the case where litigation is not involved. Ap- 
parently all of the students of the subject have 
agreed that the addition of the profit motive, with 
or without the compulsive aspects, adds a grave 
and illusive factor, sometimes to as “com- 


MEDICINE AND THE LAW 


completely inconsistent with blindness. One inci- 
dent could be coincidence, but not three. She did 
have vision. 

Traumatic neurosis is said to be the most com- 
mon manifestation of hysteria, and serious error is 
inevitable unless the diagnosis is established by 
most careful q 


stage. That, it seems, is a different picture, espe- 
cially where a damage claim is pending. 

In any of these cases, it seems to me that doctors 
should not accept everything as true merely be- 


and extended study is indicated. Differential 
cedures should be used and tests made for malin- 
gering so that a true analysis and conclusion is 
reached. 


That, gentlemen, is an area for cooperation be- 
tween us. 
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blindness resulted. As she sat in the witness chair 
staring with sightless eyes she made a truly shock- 
ing picture. Her own doctor, a respected and 
Neohly competent eve «eneciali ool testi. 
Secon), 
nerve tracts, and, finally, they both concluded that 
it was a true case of hysterical blindness. 

In the midst of the trial we procured for the 
defense a neurological examination by Dr. Howard 

He testified that in the course of an hour or two of 
examination three incidents occurred in the lady's 
movements and the use of her hands that were 

ing unable personally to appear and, as president 

of the association, to extend his greetings and good 

wishes. As his proxy I am honored indeed on behalf 

of the members of the A. B. A., if not for all of the 

lawyers in this country, to salute you and to solicit 

your friendly and patient understanding of the All texts speak of frequent coincidence of hysteria 

problems of the legal profession where they parallel and malingering—sometimes impossible to separate. 

or cross the interests of the doctors and also to One text states: “The borderline between deliberate 
assure you of our constant endeavor to work with exaggeration and unconscious hysteria is often in- 
you toward understanding and toward solution of visible to both patient and doctor.” Another says: 
those problems. “Doctors are one of the greatest causative factors 

The subject that was assigned is the cooperation leading to traumatic neurosis . . . instillation of 

between doctors and lawyers with special reference doubt or fear in patient's mind with limited data or 
to traumatic neurosis. The film that you are about insufficient time and study—dangerous.” 

Doctors can be sympathetic but need not molly- 
coddle the weakling patient. In litigated cases, I 
argue for the critical approach—whether you ex- 
amine for an insurance company or are treating 
your “pet” patient. 

Suppose the patient is a self-centered, ingrown 
type, antagonistic, with a sense of inferiority or 
burdened with economic problems or an intoler- 
able family life—a typical pattern for development 
of a neurosis. Soon the patient goes from petulant 
complaints to honestly fooling himself. 

On the other hand, the patient may be smart, 
well-trained, emotionally balanced, but with claims 

of persistent ills, into and past the convalescent 
cause the patient says he has an ache, a pain, a 
spasm, a tremor, or an area of anesthesia. A careful 
ve ‘ ) 
The lawyer is prone to use examples from his 
own experience. One case that dramatically pre- 
sented the diagnostic problem was a trial here in 
San Francisco about 1934 or 1935. A lady was in an ee 
automobile accident and claimed that total bilateral 
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MEDICAL NEWS 


ARKANSAS 
Grant for Training of Researchers.—The pathology 
at the University of Arkansas School of 
Medicine, Little Rock, has received a grant of 
$107,200 from the National Institutes of Health, to 
be used over the next five years on research projects 
directed by Dr. Hans G. Schlumberger, head of the 
department. Dr. Schlumberger said the grant money 
will be used to augment training of research per- 
sonnel. The grant became effective July 1 and totals 
$32,000 for the first year. Thereafter, it will be $18,- 
800 annually for four vears. 


CALIFORNIA 

Ground Broken for Memorial Research Laboratory. 
—Ground- ceremonies were held July 23 
for the Bruce Lyon Memorial Research Laboratory 
at Children’s Hospital of the East Bay in Oakland. 
The laboratory, scheduled to be completed by Dec. 
31, will cover about 8,000 square feet and will be 
built on a portion of the present hospital parking 
lot. The L-shaped building will cost about $262,000 
and will house 25 rooms for various research pur- 
poses. Mr. and Mrs. Harvey B. Lyon and their sons, 
Dr. Richards P. Lyon and Dr. Harvey B. Lyon Jr., 
gave $100,000 to establish the laboratory in memory 
of their son and brother, Bruce, who was killed in 
World War II. A grant of $75,000 was made in No- 
vember, 1957, by the National Institutes of Health 
of the Department of Health, Education and Wel- 
fare. Dr. Irvine McQuarrie is director of research 
at the hospital. 


Practice, Kansas University Medical Center, and 
Lederle Laboratories, will be held Sept. 19, at 
Battenfeld Auditorium on the medical center cam- 
pus, Kansas City, Kan. The program will open 
with a 90-minute discussion of staphylococcal in- 
fections. Dr. Robert I. Wise, associate professor of 
medicine at Jefferson Medical College, Philadel- 
phia, will discuss “Modern Methods of Diagnosis.” 
Dr. William M. M. Kirby, professor of medicine 
at the University of Washington, Seattle, will pre- 
sent “New Concepts in Epidemiology.” Dr. Harry 
F. Dowling, head, department of internal medicine, 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Respiratory Vaccines”; Dr. Thomas H. Haight, as- 
sistant professor of medicine, preventive medicine 
and public health, University of Oklahoma School of 
Medicine, Oklahoma City, “Diagnosis and Control 
of Acute Gl hritis.” After the sympo- 
sium a reception will be ‘held at the Hotel Muehle- 
bach. For information write the American Academy 
of General Practice, Volker Boulevard at Brookside, 
Kansas City 12, Mo. 


LOUISIANA 

Graduate Medical Assembly in Lake Charles.—The 
12th annual meeting of the Southwest Louisiana 
Graduate Medical Assembly will be held at the 
Majestic Hotel in Lake Charles Sept. 12-13. Speak- 
ers will include Drs. William A. Sodeman, Philadel- 
phia; Howard R. Mahorner, Isadore Dyer, Rudolph 
J. Muelling, and Richard E. L. Fowler, New Or- 
leans; and Thomas H. Blake, James D. Hardy, and 
John R. Snavely, Jackson, Miss. Dr. David Buttross 
Jr., 1620 Foster St., Lake Charles, La., is the assem- 
bly director. The assembly has the approval of the 
American Academy of General Practice for post- 
graduate credits. 


MICHIGAN 

State Medical Meeting in Detroit.—The 93rd annual 
session of the Michigan State Medical Society will 
be held Sept. 30-Oct. 3 at the Sheraton-Cadillac 
Hotel, Detroit. The president’s annual address will 
be given during the “officers night” proceedings by 
Dr. George W. Slagle, Battle Creek. Two panel dis- 
cussions, “Ulcerative Colitis and Ileitis in Children” 
and “Malabsorption Syndrome and Diarrhea,” will 
be moderated by Drs. James L. Wilson, Ann Arbor, 
and David J. Sandweiss, Detroit, respectively. The 
Andrew P. Biddle Lecture, “Functional Disorders 
of the Digestive Tract,” will be given by Dr. Henry 
L. Bockus, Philadelphia. Papers at the general ses- 
sions include the following by Canadian partici- 
pants: 
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University of Illinois, Chicago, will discuss the 
“Control and Treatment” of staphylococcal infec- 
tions. The three speakers will meet for a one-hour 
panel discussion moderated by Dr. Robert W. 
Weber, University of Kansas. At the evening ses- 
sion the following three speakers are scheduled: 
Dr. Richard Cannon Eley, assistant clinical pro- 
fessor of pediatrics in the Children’s Hospital at 
Harvard, Boston, presenting “The Role of Steroids 
in Contagious Diseases"; Dr. Thomas G. Ward, 
associate director of Lobund Institute at the Uni- 
versity of Notre Dame, “A Review of the New 
19 
V. 
KANSAS 
Symposium on Infectious Diseases.—The second 
annual Symposium on Infectious Diseases, jointly 
sponsored by the American Academy of General — 
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The Infected Surgical Wound, Dr. Robert C. Harrison, 
Alberta. 


Edmonton, 

Ocular Aids in Diagnosis of Metabolic Disease, Dr. Alfred J. 
Elliot, Toronto, Ontario. 

Tympanoplasty, Dr. Joseph A. Sullivan, Toronto. 


Scientific exhibits are and the “State So- 
ciety Night” will be held Oct. 2, 9:30 p. m. For 
information write Dr. L. Fernald Foster, 606 Town- 
send St., P. O. Box 539, Lansing, Mich., Secretary. 


MONTANA 


Annual State Meeting in Billings.—The 80th annual 
meeting of the Montana State Medical Association 
will be held Sept. 11-13 at the Shrine Auditorium, 
Billings. A panel discussion, “A New Look at Alco- 
holism” will be moderated by William G. Walter, 
Ph.D., professor of bacteriology, Montana State 
College, Bozeman. The program includes the fol- 
lowing guest speakers: Drs. Ross T. McIntire and 
Herbert E. Schmitz, Chicago; Arnold S. Jackson, 
Madison, Wis.; Evan L. Frederickson, Seattle; Har- 
old E. Harris, Cleveland; Claude F. Dixon, Roch- 
ester, Minn.; Frederick W. Hoffbauer and Joseph 
Jorgens, Minneapolis; and Cyril B. Courville, Los 
Angeles. Dr. John A. Layne, Great Falls, president 
of the association will present an address the after- 
noon of Sept. 11. At the annual banquet (7:30 p.m. 
Sept. 11) Dr. F. J. L. Blasingame, Executive Vice- 
President, American Medical Association, will pre- 
sent “Reorganization for Service.” Technical and 
educational exhibits and a ladies’ program are ar- 
ranged, and a motion picture, “Hypothyroidism,” is 
scheduled for the morning of Sept. 12. For informa- 
tion write Dr. Theodore R. Vye, Secretary-Treasur- 
er, Montana Medical Association, 412 N. Broadway, 
Billings. 


NEW JERSEY 

Death from Tetanus Reported.—The first death from 
tetanus in a human being in New Jersey in 1958 was 
reported from Newark recently. The victim was a 
22-year old woman who fell and cut her knee on a 
broken bottle. Six days later, rigidity of the jaw 
developed and a few days later she died. 


Personal.—The Board of Directors of Merck & Co., 
Inc., has elected Dr. Karl H. Beyer Jr. and Robert 
G. Denkewalter, Ph.D., as administrative vice- 
presidents of the Merck Sharp & Dohme Research 
Laboratories. In the newly created vice-presiden- 
tial posts, Drs. Beyer and Denkewalter will share 
over-all administrative responsibility for the organi- 
zation’s research programs.——Dr. Herbert L. Good- 
man, formerly assistant pathologist at the Bryn 
Mawr Hospital, Bryn Mawr, Pa., has been ap- 
pointed pathologist and director of the laboratory 
at the East Orange General Hospital. 


NORTH CAROLINA 
Grant for Program of Development.—The Rocke- 
feller Foundation has granted $250,000 to the de- 

of medicine, University of North 


which will consist of three main parts: (1) further 
development of the general medical clinic in con- 
junction with the department of preventive medi- 
cine; (2) closer liaison and teaching with the basic 
medical sciences; (3) development of a foreign 


student exchange program, especially graduate 
medical students from American coun- 
tries. 


to the Medical Committee of President Eisenhow- 
er's Committee on Employment of the Physically 
Handicapped.——Dr. Charles H. Burnett, head, de- 
partment of medicine, University of North Carolina 
School of Medicine, has been appointed to serve 
through Sept. 30, 1962, on the National Advisory 
Arthritis and Metabolic Diseases Council.——Dr. 
Keith S. Grimson, professor of surgery at the Duke 
University Medical Center, Durham, was honored 
by the University of North Dakota Alumni Associa- 
tion June 7, when he received an Alumni Association 
Distinguished Service Citation. Earlier this year, 
Dr. Grimson received a 1958 Modern Medicine 
Distinguished Achievement award from the journal 
Modern Medicine. 


Dr. Selye to Lecture in Cincinnati.—Dr. Hans Selye, 
director, Institute of Experimental Medicine and 
Surgery, University of Montreal, will speak on “The 
Future of Medicinal Chemistry” at the dedication 
of The William S. Merrell Company's new Medic- 
inal Chemistry Laboratories, Cincinnati, Sept. 11. An 
academic lecture has been arranged also by Merrell 
and the University of Cincinnati College of Medi- 
cine. Dr. Selye will lecture on “The Chemical Pre- 


be held Nov. 12-15 at the University of Oklahoma 
School of Medicine, Oklahoma City. It will be de- 
voted to “Arthritis and Related Disorders” and is 
under the 


joint sponsorship of the department of 


School of Medicine, Chapel Hill, for a five-year 
program of general development. Dr. Charles H. 
Burnett, chairman of the department, will direct 
the program, which will be concluded in 1963 and 
Personal.—Dr. Lenox D. Baker, Durham, Duke 
University orthopedic surgeon and president of the 
North Carolina Medical Society, has been appointed 
OHIO 
vention of Cardiac Necroses” at the Mont Reid 
Pavilion, Cincinnati General Hospital, 8:00 p. m., 
Sept. 10. 
OKLAHOMA 
Colloquy on Advances in Medicine.—The second 
Oklahoma Colloquy on Advances in Medicine will 


medicine, University of Oklahoma, the Division of 
Postgraduate Education; Geigy Pharmaceuticals; 
Wyeth Laboratories; The Upjohn Company; Pfizer 
Laboratories; and Schering Corporation. Twelve 
investigators will participate and present the results 
of original work from their laboratories. Among the 
guest speakers will be: Drs. Alfred Jay Bollet, De- 
troit; Richard H. Follis Jr., Washington, D. C.; 
Robert A. Good, Minneapolis; Alexander B. Gut- 
man, New York City; Ralph Heimer, Ph.D., New 
York City; Charles H. Slocumb, Rochester, Minn.; 
John H. Talbott, Buffalo, N. Y.; and Morris Ziff, 
New York City. Bae 


General Practice Meeting in San Antonio.—The 
Texas Academy of General Practice will hold its 
ninth annual assembly Sept. 21-24 in the Gunter 
Hotel, San Antonio. A symposium on abdominal 
pain will include the following: 


Causes of Abdominal Pain, M. Mellinkoff, Los 


Angeles. 
Gastro-Duodenal Ulceration, Dr. Alton Ochsner, New 
Orleans. 


Other participants include Drs. Franklin G. 
Ebaugh, Denver; Homer B. Field, Blue Island, II1.; 
Milton Helpern, New York City; Willis E. Brown, 
Little Rock, Ark.; John D. Porterfield, Washington, 
D. C.; and Philip Thorek, Chicago. Mr. Philip R. 
Overton will present “Legal Problems Confronting 
Physicians in Everyday Practice” the morning of 
Sept. 22. For information write the Texas Academy 
of General Practice, 1905 Lamar, Austin 5, Texas. 


VIRGINIA 
Dr. Woodward Commended for Safety Crusade.— 


ed the Allstate Safety Crusade Certificate of 
Commendation for his leadership in traffic safety. 
This certificate is given by the Allstate Insurance 
Companies to carefully selected individuals and 
groups for outstanding accident prevention efforts. 
The presentation was made recently in Washington, 
D. C., during a meeting of the Surgeon General's 
(Public Health Service) Accident Prevention Ad- 
visory Committee, of which Dr. Woodward is a 
member. Dr. Woodward has been crusading for 
highway safety since 1948 and since 1935 he wes 
been chairman 
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published a booklet of advice to the driver and is 
preparing another book intended as a guide to the 
physician in determining a person's fitness to drive. 


WASHINGTON 

Annual State Meeting in Spokane.—The 69th an- 
nual convention of the Washington State Medical 
Association will be held at the Davenport Hotel, 
Spokane, Sept. 14-17. Five refresher courses will be 
conducted simultaneously the mornings of Sept. 16 
and 17. Scientific films will be shown the morning 
of Sept. 15. The general scientific sessions include 
the following papers by out-of-state speakers: 


and Rectum, Dr. Fansler, M 


Radiographic 
Dr. John P. Caffey, New York City. 
Aneurysm of the Aorta, Dr. William S. Middleton, Washing- 
ton, D.C. 


Remote Pain as an Aid in the Diagnosis of Abdominal Disease, 
Dr. Lucian A. Smith, Rochester, Minn. 

Renal Artery Disease in Hypertension, Dr. Eugene F. Pou- 
tasse, Cleveland. 

Scientific and technical exhibits are planned. For 

information write Dr. Frederick A. Tucker, Secre- 

tary-Treasurer, Washington State Medical Associa- 

tion, 1309 Seventh Ave., Seattle 1. 


WEST VIRGINIA 


Symposium Gastroenterology in Huntington.— 

Sponsored by the Cabell County Medical Society, 

a symposium on gastroenterology will be held Sept. 

11 at the Hotel Prichard, Huntington. Panel dis- 

cussions with guest moderators are planned as 

follows: 

Gastrointestinal p Bains, Dr. Seymour J. Gray, Harvard 
University, Boston 

—a Dr. William G. Sauer, Mayo Clinic, Roch- 

ester, Minn. 


participants include Dr. Philip J. 


school and will assist Dean Edward J. Van Liere in 
executing policies established by the faculty. Dr. 
Sleeth will continue as an associate professor of 
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Division of Postgraduate Education, University of “ 
Oklahoma School of Medicine, Oklahoma City, O. 
Okla. Dr. Robert A. Murray, Temple, Texas. 
Vv. 
Dr. Fletcher D. W oodward, of Charlottesville, for Hodes, University of Pennsylvania, Philadelphia, 
many years chair man of a department at the Uni- and Dr. Stanley O. Hoerr, Cleveland Clinic, Cleve- 
versity of Virginia medical school, has been award- land. Exhibits are planned, and at the conclusion of 
the dinner hour a question-and-answer period will 
be conducted by Dr. Bean. For information write 
Dr. Rowland H. Burns, 1109 Sixth Ave., Hunting- 
ton, W. Va. 
Name Assistant Dean.—Dr. Clark K. Sleeth, of Mor- 
gantown, a member of the teaching staff of West 
Virginia University School of Medicine for the past 
23 years, has been named assistant dean of the 
tion’s Committee on Medical Aspects of Automobile Medicine and will serve as a physician at the Uni- 
Injuries and Deaths. This committee has already versity Health Service. 


Conference on Athletic 


A Conference on 
7. 


society's Division on School Health. There will be 
no charge to registrants. For information write the 
State Medical Society of Wisconsin, 330 E. Lake- 
side St., Madison 5, Wis. 


GENERAL 

Nation’s Oldest Essay Contest.—The trustees of 
America’s oldest medical essay competition, the 
Caleb Fiske Prize of the Rhode Island Medical 
Society, announce as the subject for this year's dis- 
sertation “Bronchogenic Carcinoma—Predisposing 
Causes.” The dissertation must be typewritten, dou- 
ble spaced, and should not exceed 10,000 words. A 
cash prize of $300 is offered. Essays must be sub- 
mitted by Dec. 31. For information write to the 
Secretary, Caleb Fiske Fund, Rhode Island Medi- 
cal Society, 106 Francis St., Providence 3, R. L. 


Seminar Cruise to the West Indies.—Ohio State 
University will sponsor a West Indies-South Amer- 
ica seminar cruise, sailing from Wilmington, N. C., 
Nov. 11 aboard the M/S Stockholm. The 15-day 
cruise will include visits to Havana, San Blas Is- 
lands, Cristobal, Curacao, La Guaira, St. Thomas, 
and San Juan. Over 30 topics are included in the 
proposed medical program, and the seminar con- 
stitutes 30 hours acceptable category I postgraduate 
requirements of the American Academy of General 
Practice. Dr. Noel P. Hudson, assistant dean of post- 
graduate medical education, is the program chair- 
man. For information write the Ohio State Univer- 
sity College of Medicine, Postgraduate Education, 
Columbus, Ohio. 


Fracture Association Meeting.—The 19th annual 
meeting of the American Fracture Association will 
be held Sept. 30-Oct. 2 at the Hotel Skirvin, Okla- 


Decline in Number of Marriages.—About 1,420,000 
marriages will be performed in the United States 
this year, the statisticians of the Metropolitan Life 
Insurance Company estimate. In the first quarter 
of 1958 marriages were 11.5% fewer 


vear, marriages in the 


5 


country have been substantially fewer than 

comparable months of 1956. Only eight sta 

corded more marriages in the year 1957 t 
were 


Eg 
=F 


a panel has considered 62 papers from 19 countries 
for the Ciba Foundation’s awards for 1958 for re- 
search relevant to the problems of aging, and the 
following awards have been made (the names of 
leading authors only are given) to U. S. authors: 


Dr. Robert J. Boucek, Miami, for “The effect of tissue age 
and sex upon the metabolism of rat collagen,” £& 300. 
Laurence O. Pilgeram, Ph.D., Minneapolis, for “Deficiencies 
in the lipoprotein lipase system in atherosclerosis,” £& 200. 
Harry Sobel, Ph.D., Los Angeles, for “(a) Urinary steroids 
and the hexosamine-collagen ratio of dermal punches; 
(b) The influence of age upon the hexosamine collagen 
ration of dermal biopsies from men; (¢) Lean-body-mass 
creatinine-coefficient deficit and urinary steroids,” £& 200. 
The awards are being offered for a fifth and final 
time in 1959, the closing date for entries being 
Jan. 10, 1959, and information may be obtained 
from the Ciba Foundation, 41 Portland Place, Lon- 
don, W. 1, England. 
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WISCONSIN homa City, Okla. The meeting will be pa a for 
PT FO category II credit by the American A y of 
Athletic Injuries will be held in \ General Practice, and the preceding postgraduate 
High school coaches and administrators, athletic course, Sept. 29, is acceptable for category I. 
officials, physical education instructors, and physi- Twenty-five papers are scheduled on the regular 
cians are invited. The faculty includes Dr. Stephen program. Round-table discussions, scheduled for 
E. Reid, of Evanston, Ill., team physician for North- noon, Sept. 30, will include the following modera- 
western University athletic teams, and Drs. Donald tors: Drs. Duncan C. McKeever, Houston, Texas, 
W. McCormick, Fond du Lac; Edgar $. Gordon, President of the association; Charles M. Swindler, 
W. D. Stovall and Frank D. Bernard, Madison; | Ogden, Utah; Harold J. Meier, Coldwater, Mich.; 
Lloyd M. Simonson, Sheboygan; Francis J. Millen, J. Otto Lottes, St. Louis; and Walter T. Henderson, 
Milwaukee, and Robert Krohn, of Black River Falls. ‘Richlands, Va. Exhibits and discussion periods are 
Six hours of category II credit will be given for at- planned. A “Chuck-Wagon Dinner will be held at 
tendance to American Academy of General Practice Frontier City,” Sept. 30. For information write Dr. 
members. Sponsor of the conference in the State Hermann W. Wellmerling, 610 Griesheim Building, 
Medical Society's Charitable, Educational and Bloomington, Ill. 
Scientific Foundation, cooperating with the Wiscon- 
sin State High School Coaches’ Association, the 
W. L. A. A., State Board of Health, Wisconsin 
Academy of General Practice, State Department of 
Public Instruction, Wisconsin Orthopedic Society, 
the Wisconsin Heart Association, and the medical 
homa, Utah, Indiana, Florida, and West Virginia. 
The largest gains, somewhat over 5%, occurred in 
Colorado, Nevada, and California. 
Announce Awards for Research in Aging.—The Ciba 
— Foundation, London, England, has announced that 


meeting of the association will be held at The 
Homestead, Hot Springs, Va., March 8-9, 1959.—— 
The American Electr ic Society has 
elected the following officers: president, Dr. 
Wladimir T. Liberson, Rocky Hill, Conn.; president- 
elect, Dr. Arthur A. Ward Jr., Seattle; treasurer, Dr. 
Isadore S. Zfass, Richmond, Va.; and secretary, Dr. 
Jerome K. Merlis, University Hospital, Baltimore 1. 


Council has announced the selection of nine scien- 
tists in the U. S. and Canada to be awarded the 
Donner Fellowship for medical research for the 
coming academic year. The fellowships were initi- 
ated in 1957 through the financial support and in- 
terest of the Donner Foundation of Philadelphia, 
established in 1932 in memory of Joseph Donner 
by his father, the late William F H. Donner, president 
of Donner Steel Company, of Buffalo, until its sale 
to Republic Steel Corporation in 1929. Until 1949, 
the foundation's charitable activities were devoted 
exclusively against cancer. Since 1949 the founda- 
tion has channeled a majority of its funds to three 
fields: awards to recognized medical groups or in- 
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stitutions for research on the causes of and therapy 
for the less-understood illnesses and diseases, sup- 
port for secondary education, and support of proj- 


Grants for Research in Nutrition.—Twenty medical 
and nutritional scientists have been awarded nearly 
$215,000 in grants-in-aid to continue or start new 
projects for study in the relationship between nu- 
trition and human health, raising to $5,000,000 the 
amount distributed among universities and medi- 
cal schools throughout the U. S., Canada, and Cen- 
tral America by the Nutrition Foundation since its 
founding 17 years ago. The foundation, organized 
by food and related manufacturers in December, 


providing basic information in the science of nu- 
trition; and the support of educational measures 
that will assist in making the science of nutrition 
effective in the lives of present and future genera- 
tions.” The four largest grants-in-aid awarded were: 
Johns Hopkins University—Drs. David A. Turner and Albert 
Il. Mendeloff to study the tate of dietary fats in animal and 
human nutrition; $28,000. 
University of Toronto—Dr. Charles H. 
. betaine, methionins, and 


leans, professor of surgery, Tulane "University; 
Austin Smith, Chicago, editor of THe Journat; 


will be directed by Dr. Jacques P. Gray, visiting 
lecturer on medical writing of the AMWA assisted 
by Lois DeBakey, B.A., of Tulane University; Sel- 
ma DeBakey, B.A., of the Alton Ochsner Medical 
Foundation, Mildred H. Lysle, M.S., of the Cleve- 
land Clinic Foundation; and Dr. Richard H. Orr, 
San Francisco, director, Institute for Advancement 
of Medical Communications. The meeting is open 
to all persons interested in any phase of medical 
communications. There is no registration fee for 
the Sept. 26 meeting; there is a $5 registration fee 
for the workshop on Sept. 27 for nonmembers. For 
information write Dr. Harold Swanberg, Secretary, 
W. C. U. Bldg., Quincy, Il. 


Fellowship for Study of Nutrition.—A research fel- 
lowship of one million francs is awarded every year 
by the French Nestlé Company to a physician who 
wishes to specialize in the field of nutrition. For the 
year 1958-1959 the panel of judges awarded the 
fellowship to Dr. André Frederich, Lyons. The 
1959-1960 fellowship will be awarded in the spring 
1959. Applicants are requested to send to the In- 
ternational Children’s Centre, Chateau de Long- 
champ, Bois de Boulogne, Paris XVI°: (a) a 
curriculum vitae setting forth their work on the 
biological and social problems connected with feed- 
ing or nutrition of infants and children; (b) an 
introduction letter from one of their Masters; (c) 
a description of the studies they wish to pursue. 
Applicants must have a sufficient command of the 
French language. At the end of the fellowship 1941, has as its basic purpose “the development of 
period, the fellow will be expected to send to the a comprehensive program of fundamental research, 
International Children’s Centre a scientific study on 
the subject which they will have studied during 
the year. 
Society News.—The officers of the American Proc- 
tologic Society for the year 1958-1959 are: president, 
Dr. Karl Zimmerman, Pittsburgh; president-elect, 
Dr. Hyrum R. Reichmann, Salt Lake City; vice- 
president, Dr. Patrick H. Hanley, New Orleans; 
secretary, Dr. Norman D. Nigro, Detroit; and treas- 19 
urer, De. Robert J. mowe, Dallas, Texas.——The E. Bloch, Ph.D., to study bio- Vv 
officers of the American Laryngological Association logical synthesis of unsaturated fatty acids; $15,000. : 
for 1958-1959 are: president, Dr. Fred W. Dixon, Washington University—Dr. Carl F. Cori to study the Mech- 
Cleveland; secretary, Dr. James H. Maxwell, Ann anism of carbohydrate reactions in animal tissue; $14,000. 
Arbor, Mich.; treasurer, Dr. Francis E. LeJeune, 
New Orleans; and editor, historian, and librarian, Meeting of Medical Writers—The 15th annual 
Dr. Edwin N. Broyles, Baltimore. The 80th annual meeting of the American Medical Writers’ Associa- 
, tion will be held at the Hotel Morrison, Chicago, 
Sept. 26, to be followed by a workshop on medical 
writing, Sept. 27. Speakers include Drs. John Z. 
Bowers, Madison, Wis., editor, Journal of Medical 
Education; Charles E. Lyght, Rahway, N. J., di- 
rector, medical publications, Merck, Sharp & Dohme 
Announce Donner Fellowship Winners.—The Na- Karl A. Menninger, Topeka, Kan., chief of staff, 
tional Academy of Sciences—National Research 


ond 
“ts 


of According 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 


ylvani 
Fast North Central States 


we: 
: 


of 69.6 years in 1954, dipped slightly to 69.5 in 
1955, and again equaled 69.6 in 1956. Mortality 
data indicate that the 1957 figure was somewhat 
lower than in the years immedia 


reportedly reflecting the effect of the influenza 
epidemic in the last quarter of the year. A com- 
parison of 1900 and 1956 life expectancy shows that 


1900 mortality conditions, 25% of the newborn 
would fail to reach their 25th birthday; now only 
5% are not likely to attain that age. Similarly, half 
the children born at the turn of the century could 
expect to survive to age 58; currently half the 
newborn can expect to reach age 73. In 1956 the 
expectation of life at birth for white females was 
73.7 vears. For girls at age 5, 70.5 years of life 


re- 
main, about 60 vears for those at age 16, and 50 
years for those at age 26. For white males, the 
average length of life in 1956 was 67.3 years, or 
6.4 years less than that for females. The difference 
lessens from 6 years at age 9, to 5 years at age 41, 
and to 4 years at age 56. The differences between 
the sexes around 1900 were less than three years 
at birth and only about one year at age 56. Among 
nonwhite persons, the expectation of life at birth 
in 1956 was 61.1 years for males and 65.9 years for 
females. The average length of life for the non- 
whites still lags considerable behind that for the 
whites. The difference amounts to as much as 7.8 
years among females and 6.2 years among males. 
Since 1900-02 the expectation of life has increased 
11.7 years at age 5 and 8.5 years at age 25, the 
statisticians report. Currently, the expectation of 
life at age 65 is more than 14 years. 


Announce Grants for Bone Research.—Five grants 
for research on bone formation have been an- 
nounced by the Easter Seal Research Foundation. 
A sixth award will make possible a study of the 
educational needs of cerebral palsied children in 
the South. The awards, totaling $86,390 and in- 
cluding renewed support to five continuing proj- 
ects, are from funds raised during the annual Easter 
Seal campaign. The foundation, established by the 
National Society for Crippled Children and Adults, 
supports research dealing with causes and preven- 
tion of crippling conditions and improved rehabili- 
tation techniques. Awards went to the following 
institutions: 


Columbia University, College of Physicians and Surgeons, 
New York City, $15,985—“Basic Mechanisms of 
Formation,” Dr. Charles A. L. Bassett, responsible 
vestigator. 


MEDICAL NEWS J.A.M.A., Sept. 6, 1955 
ing three years. Nominations should Life Expectancy 20 Years Longer.—The average 
to the Awards Committee through the lifetime of the American people has leveled off in 
ean of the medical school and should recent years, according to statisticians of the Metro- 
by him and the administrative head of politan Life Insurance Company. The expectation 
g department. Only one candidate of life at birth in the United States reached a peak 
1 will be considered in any given 
adline for any nomination is Oct. 31. 
unications to Lederle Medical Facul- 
eee the figure at the turn of the century. According to 
United States, its territories and possessions in the 
weeks ended as indicated: 
Aug. 9, 1958 
Paralytic Total 1957 
Area Type Cases Total 
New England States 
New Hampshire ...... 1 
1 1 oe 
Masaachusett« 1 
Cennecticut 3 5 
Middle Atlantic States 
New York .... 7 10 
New Jersey 4 
1 
Titinols 1 V 
Michigan .......... 23 ae 
Wisconsin . 2 
Weet North Central States 
4 
South Atlantic States 
Delaware 2 x 
Marylan 
District « os 
Virginia a 7 
West Vir 
North © 
South oe 
Georgia - ee 
Florida 4 
Fast South 
Kentuck ee ee 
Alabama 
Mississippi .... 12 
West South Central States 
Oklahoma .. 4 
Mountain States 
2 
Wyoming ..... oa 
Arizo 1 
—y 
Pacific States 
ee ee ee 
Territories and Possessions 
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of North Carolina School of Medicine, 
of rickets and other diseases of the bone. 


Development 
Grabowski, Ph.D., responsible investigator. 


Rehabilitative 
Caden” William C. Geer, responsible investigator. 


Receiving one-year renewal awards were: Uni- 
versity of California, Los Angeles ($10,000); Univer- 
sity of Mississippi Medical Center, Jackson ($6,000); 
New York (N. Y.) Medical College ($3,000); West- 
alt Reserve Uni School of Medicine, Cleve- 

land ($8,855); and University of Oklahoma School 
of Medicine, Oklahoma City. 


CORRECTIONS 

Dextran Sulfate.—The Foreign Letter item entitled 
“Alopecia Due to Dextran” in Tue Journa, June 
21 issue, page 1029, should have been — 
“Alopecia Due to Dextran Sulfate.” Dextran, a p 

anticoagulant, and does not cause alopecia. 


Organized Home Care In the Govern- 
ment Service item from the Public Health Service in 
THE JouRNAL, July 26, page 1651, entitled Organized 
Home Care Programs it was erroneously stated 
that Dr. William Stadel was Chairman of the Com- 
mittee on Chronic Illness of the American Medical 
Association. Dr. Stadel is Chairman of the Commit- 
tee on Chronic Illness of the American Hospital 
Association. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
medical qualifica 


Axasxa:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 


Marne: Examination and Reciprocity. Portland, Nov. 12-14. 
Sec., Dr. Adam P. Leighton, 142 High St., Portland. 


New Hamesmime: Examination. Concord, Sept. 10-13. Reci- 
procity. Concord, Sept. 10. Sec., Dr. Mary M. Atchison, 
Room 101, 61 South Spring St 

—— Examination and Reciprocity. Helena, Oct. 7. 

Sec.. Dr. Thomas L. Hawkins, 585 Fuller Ave. Helena. 

and and Reciprocity. Santa Fe, Nov. 

a Dr. R. C. Derbyshire, 227 East Palace Ave., 
nta Fe 


Omo: Examination. Columbus, Dec. 16-18. Endorsement. 


Columbus, 7 
Dr. H. M. Platter, Wyandotte Bldg., 


Onecon:* Examination. Portland, Sept. 26-27. Ex. Sec., 
Mr. Howard 1. Bobbitt, 609 Failing Bldg., Portland 4. 


Sovrn Daxora:* Examination. Rapid City, August 12-13. 
Bidg., Sioux F 

Texas:* 


le and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building. 
Fort Worth 2. 


Wisconsin: Examination. Madison, Sept. 19. Sec., Mr. Wil- 
liam H. Ripon. 
Wrominc: 


Sec., Dv. Frankie De Yoder, Stans 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 

Leer, Room 204, Alaska Office Bldg., Juneau. 
: Examination. Little Rock, Oct. 6-7. Sec., Dr. 
S. C. Dellinger, Zoology Department, University of Arkan- 

sas, Fayetteville. 

Disteict or Cocumsia: Reciprocity. Washington, September 
8. Examination. Washington, Nov. 13-14. Deputy Director, 
= iene 1740 Massachusetts Ave., N. W., Washing- 


: Examination and Reciprocity. Kansas City, Nov. 24- 

25. Sec., Dr. L. C. Heckert, Pittsburg. 
Micnican: Examination. Ann Arbor and Detroit, Oct. 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg. 
W. Michigan Ave., Lansing 15. 


: Examination and Reciprocity. Oklahoma City, 
Sept. 26-27. Sec., Dr. E. F. Lester, 813 Braniff Bldg., 
Oklahoma City. 


Texas: Examination. Oct. 13-14. Certificates issued by reci- 
procity and waiver on the first and fifteenth of each month. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 


Wisconsin: Examination. Madison, Sept. 19 and Milwaukee, 
Dec. 6. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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U Chapel Cauiroanta: Written Examination. Los Angeles, August 18- 
studies 21; Sacramento, Oct. 20-23. Oral Examination. Los Angeles, 

August 16; San Francisco, November 15. Oral and Clinical 

University of Pittsburgh School of Medicine, $5,500—“The Examination for Foreign Medical School Graduates. San 
Relationships of Embryonic Oxygen Deficiency and the Francisco, June 15; Los Angeles, August 17; San Francisco, 

.” Casimer T. November 16. Sec., Dr. Louis E. Jones, 1020 N Street, 
Sacramento. 

Medical College of Virginia, Richmond, $3,450—“The Patho- Coronapo: Endorsement. Denver, Oct. 14. Written. Denver, 
logic Physiology of Fracture Healing as Related to Cere- Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 715 
bral Cortical Stimulation,” Dr. Earnest B. Carpenter, re- Republic Bldg., Denver 2. 
sponsible investigator. Distnict or Cocumpia:* Reciprocity. Washington, Septem- 

Southern Regional Education Board, Atlanta, Ga., $9,950— ber 8. Examination. Washington, Dec. 8-9. Deputy Direc- 
“A Study of the Educational Needs of Cerebral Palsied tor, Mr. Paul Foley, 1740 Massachusetts Ave., N. W., 

Dec. 16-18. Sec., 
Columbus 15. 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1959 examinations have been set 
for Feb. 17 and Sept. 22. Executive Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 
BOARDS OF MEDICAL EXAMINERS ee 


GOVERNMENT SERVICES 


Personal.—Brig. Gen. Albert H. Schwichtenberg, 
surgeon of the Air Defense Command, retired in 
July. He has joined the Lovelace Foundation in 

uerque, N. Mex., as head of aviation and 

medicine. Col. Benjamin A. Strickland Jr., 
has been assigned as surgeon of the Air Defense 


“Cal Herbert Kerr has been assigned as chief of 
the Plans and Operations Division, Directorate of 
Plans and Hospitalization. He replaced Col. —_ 
Nagle, who has been assigned as surgeon of the 
Twelfth Air Force at Waco, Texas. 

Col. Wallace E. Jarboe has replaced Col. William 
F. Shutt, M. S. C., U. S. A. F., as chief of the 
Operations Branch, Plans and Operations Division, 
Directorate of Plans and Hospitalization. Colonel 
Shutt has been assigned as chief of Plans and Hos- 
pitalization, Office of the Surgeon, Second Air 
Force, Barksdale Air Force Base, Louisiana. 


School of Aviation Medicine.—A bill authorizing 12 
million dollars for new School of Aviation Medi- 
cine research laboratories at Brooks Air Force Base 
was passed in Congress. The requested funds are 
earmarked for the construction of at least seven 
new buildings, including nuclear, biological, and 
toxicological laboratories; a special building for 
space medicine; a cellular physiology laboratory; 
an acceleration laboratory containing a centrifuge; 
and a combined library and professional building. 


Army Reduces Size and Frequency of Booster Shots. 
—Army Regulations (AR 40-562) distributed early 
in August modified the immunization program. The 
former typhoid-paratyphoid immunization practice 
called for a booster shot every three years. Now only 
two booster shots are given at four year intervals 
for those who remain within the continental United 
States, Canada, Alaska, and Hawaii. Further boost- 
ers are required only when the serviceman is going 
to travel to some other area of the world. Similarly, 
cholera and typhus vaccines are given only in prep- 
aration for travel to certain areas. Once a person 
has received his basic series of shots, this series 
need never be repeated. Even while the soldier is 
residing in the area designated for cholera-typhus 
immunization, booster shots are not needed unless 
there is a definite risk of infection. Vaccination for 
poliomyelitis is now mandatory for all personnel 
under age 40 before travel outside the continental 


waivers will not be granted for international quar- 
antine requirements, including those for reentry 
into the United States and its territories and pos- 


service. He will become a professional associate of 
the National Research Council in Washington, D. C. 


VETERANS ADMINISTRATION 


Personal.—Dr. A. W. Kruger, formerly manager of 
the Brooklyn, N. Y., VA hospital, has resigned from 
the Veterans Administration to accept the post of 
consultant on health services to the National Com- 
mittee on Aging of the National Social Welfare As- 
sembly, 345 E. 46th St., New York City. 


PUBLIC HEALTH SERVICE 


Vaccination Against Asian Influenza.—The Public 
Health Service has recommended consideration of 
influenza vaccination among groups wishing to 
guard against absenteeism in their professions or 
occupations and among those to whom the disease 
might be an added health risk. 

The PHS has pointed out that there are now 
ample supplies of influenza vaccine of the poly- 
valent type, containing immunizing material against 
the important strains of influenza, including the 
Asian strain, and that vaccination should be planned 
before the fall season begins. 

Surgeon General Leroy Burney said that while 
there is no indication at present of widespread 
attacks of influenza this fall and winter, there un- 
doubtedly will be some influenza, and vaccination 
is a prudent measure for certain groups and indi- 
viduals. He stressed that practicing physicians 
should be the judges of whether or not to vaccinate 
individuals. He said that groups which should be 
considered for vaccination include hospital staffs 
whose services are necessary to the care of the sick; 
groups of persons living in close proximity where in- 
fluenza could spread rapidly, such as institutions; 
industrial or service groups, big or small, in occupa- 
tions where the sudden absence of a sizable part 
of the force would create serious disruption of the 
work; and individual patients or groups who have 
a special risk, such as the aged, the chronically ill, 
the pregnant women. This special risk group, Dr. 
Burney said, should be the special area of con- 
sideration for the private physician. 
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Ds = United States. Diphtheria toxoid is now combined 
with tetanus toxoid. Immunization requirements 
may be waived for personnel traveling under Armed 
Forces auspices to overseas areas on short trips, but 
sessions. 
Personal.—Brig. Gen. Sam F. Seeley, chief of the 
Professional Division in the Office of the Army 
19 
Vv. 
ARMY 
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Ammann, Angeles; College 
of Physicians and Surgeons, Los Angeles, 1912; an 
Medical 


plete heart block to arteriosclerotic heart 
disease. 

Bennett, Francis Wayland, Longport, N. J.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1891; formerly practiced in Atlantic 
City, where he was associated with the Atlantic 
City Hospital; died July 20, aged 94. 


Arkansas School of 


he died July 23, aged 66, of coronary thrombosis. 


Bowen, Wilbur Lorenzo @ Peoria, IIl.; 
Washington University School of Medicine, Ww 
ington, D. C., 1921; fellow of the American Col- 
lege of Surgeons; veteran of World War II; asso- 
ciated with the Methodist Hospital and St. Francis 
Hospital, where he was president of the staff; died 
July 5, aged 60, of coronary disease. 


Roy Wathen ® Tupelo, Miss.; University 
of Louisville (Ky.) Medical Department, 1911; died 
July 23, aged 70. 


Jeff Watson ® Walterboro, S. C.; born 
in Columbia Oct. 16, 1903; Medical College of 
South Carolina, Charleston, 1928; member of the 
American Academy of General Practice; for many 
years surgeon in charge of the Presbyterian Hos- 
pital in Bulape, Belgian Congo, Africa; served as 
secretary-treasurer of the Colleton County Medical 
Society; member of the advisory board of Selective 
Service during World War II; a trustee of the 
public schools of Walterboro, and of Presbyterian 
College in Clinton; formerly radiologist at Charles 
Es’Dorn Hospital; died in the Roper Hospital, 
Charleston, July 7, aged 54. 


@ Indicates Member of the American Medical Association. 


Hospital in died July 22, 
aged 69. 

Cottrell, Asher Fla.; College of 
Physicians and Surgeons of Chicago, School of 


Medicine of the University of Illinois, 1912; an 
affiliate fellow of the American Medical Associa- 
tion; served as a medical missionary in India and 
China; died July 13, aged 72, of a heart attack. 


Cox, Charles Leon, Memphis, Tenn.; M 
(Tenn.) Hospital Medical College, 1912; died in the 
Methodist Hospital July 15, aged 70. 


Crane, Benjamin Franklin A., Saginaw, Mich.; 
Saginaw Valley Medical College, Saginaw, 1902; 
veteran of the Spanish-American War and World 
War I; served on the staff of the Michigan Vet- 
erans’ Facility Hospital in Grand Rapids; died 
ay Veterans Administration Hospital July 3, 
aged 82. 


Dakin, Robert Griffin @ Sandwich, IIl.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; past- 
president of the De Kalb County Medical 

veteran of the Spanish-American War and W 
War I; associated with Horatio N. Woodward Me- 
morial Hospital; for many years served on the high 
school board; died July 1, aged 81, of broncho- 
pneumonia and chronic m , 


Dillon, Bert John, Waukon, Iowa; College of Phy- 
sicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1904; died July 
5, aged 78. 


Drescher, Edward Philip @ Berkeley, Calif.; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1940; specialist certified by the American 
Board of Ophthalmology; resigned from the U. S. 
Army in 1947; interned at San Francisco Hospital; 
formerly a fellow in ophthalmology at Mayo Foun- 


83 
Chisholm, William Payne, Ashland, Ore.; Univer- 
sity of Oregon Medical School, Portland, 1927; 
veteran of World Wars I and II; formerly chief 
ciation; chief surgeon of Southern California Edi- medical officer, Veterans Administration Domi- 
son Company until his retirement in 1950; fellow ciliary, Camp White; died July 4, aged 61. 
Ae =. College of Surgeons; veteran of Colmore, Rupert McPherson ® Chattanooga, Tenn.; 
ar I; served on the staff of the Good wwe ' 
. ; Sewanee, 1905; on the staff of the Erlanger Hos- 
pital; died July 9, aged 75. 
Cook, William Henry ® Ridgewood, N. Y.; Long 
Island College Hospital, Brooklyn, 1912; veteran 
of World War I; on the staff of the Wyckoff Heights 
New Orleans; University of Ey 
Medicine, Little Rock, 1930; service member of 
the American Medical Association; entered the 
U. S. Navy in 1930; senior medical officer at the 
Algiers Naval Station; died July 9, aged 56, of myo- 
cardial infarction. 
versity School of Medicine, Philadelphia, 1915; 


dation in Rochester, Minn.; clinical instructor in 
ophthalmology at his alma mater; associated with 
Children’s Hospital of the East Bay in Oakland, 
Herrick Memorial Hospital, and the Alta Bates 
Hospital, where he died July 12, aged 43, of leu- 


Duffy, Joseph Benedict ® Centralia, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1935; served as a director and president of 
the First National Bank of Centralia before its 
merger with the Pennsylvania National Bank and 
Trust Company of Pottsville; chairman of the ad- 
visory board of the institution; died in the Jefferson 


Medical College Hospital, Philadelphia, July 4, 
aged 48. 


Duncan, William Stevenson © ; born in 
Tarentum, Pa., April 14, 1920; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1945; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; fellow of the International 
College of Surgeons and the American College of 
Surgeons; interned at Presbyterian Hospital; served 
a residency at the Elizabeth Steel Magee Hospital, 
where he was a member of the staff, and the Pitts- 
burgh Medical Center; a first lieutenant in the U. S. 
Army, 1946-1947; clinical instructor in obstetrics at 
the University of Pittsburgh School of Medicine; 
associated with the Montefiore Hospital; consul- 
tant, obstetrics and gynecology, Allegheny Valley 
Hospital in Tarentum; died in Van Buren Bay, 
N. Y., July 7, aged 38, of coronary disease. 


Eagle, James Carr, Spencer, N. C.; Jefferson Med- 
ical College of Philadelphia, 1923; member of the 
American Academy of General Practice; past- 
president of the Rowan County Medical Society; 
for many years member and chairman of the school 
board; on the staff of the Rowan Memorial Hos- 
pital, Salisbury, where he died July 14, aged 59, of 
a heart attack. 


Emerson, Ralph Waldo @Topeka, Kan.; University 
uf Kansas School of Medicine, Kansas City, Kan., 
1921; veteran of World War I; past-president of the 
Shawnee County Medical Society; died in the 
Stormont Vail Hospital July 1, aged 65, of bron- 
chogenic, carcinoma. 


Englander, Charles ® Newark, N. J.; born in 
Newark Sept. 6, 1890; Medico-Chirurgical College 
of Philadelphia, 1916; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Psychosomatic iety, 
American Psychiatric Association, and the Associa- 
tion for Research in Nervous and Mental Disease; 
veteran of World War I; served on the staff of the 
Neurological Institute in New York City, Essex 
County Hospital for Contagious Diseases in Belle- 
ville, Newark City Hospital, and Newark Beth 
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Israel Hospital; consultant, Newark Eye and Ear 
Infirmary and the Irvington (N. J.) General Hos- 
pital; for many years chief pathologist, Essex 
County Overlook Hospital in Cedar Grove, where 
he died July 14, aged 67, of coronary disease. 


Eschelbacher, Leo Joachim ® Mount Vernon, II1.; 
Universitat Basel Medizinische Fakultat, Switzer- 
land, 1936; died in the Barnes Hospital, St. Louis, 
July 9, aged 47, of viral hepatitis. 


Evans, David Phillip % East Orange, N. J.; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1926; member of the American Academy 


the pediatric department a (N. J.) Me- 
of acute coronary occlusion. 


Eubanks, John Edward ® East St. Louis, IIl.; Uni- 
versity of Illinois College of Medicine, Chicago, 
1927; veteran of World War I; associated with St. 
Mary's Hospital in East St. Louis and Homer G. 
Phillips Hospital and St. Mary's Infirmary in St. 
Louis, where he died July 2, aged 62, of empyema, 
pu infarction, and arteriosclerotic heart 


Fawcett, Charles Emerson, Dormont, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1909; an as- 
sociate member of the American Medical Associa- 
tion; died July 11, aged 73. 


Feasler, Charles Herbert, Beverly Hills, Calif.; 
Illinois Medical College, Chicago, 1905; member 
of the American Psychiatric Association; died in 
St. John’s Hospital, Santa Monica, June 8, aged 77. 
Hospital, Brooklyn, 1921, on the staff of the Madi 
Hospital, Brooklyn, 1921; on the staff of the M 
son Park Hospital of Adelphi College; died in the 
Jewish Hospital June 15, aged 61, of carcinoma of 
the stomach with cerebral and spinal metastases. 
Sheridan June 21, 1893; University of — 
Medical School, Portland, 1920; fellow of the 
American College of Surgeons; for four years fel- 
dent and secretary-treasurer of the Board of Med- 
ical Examiners of the state of Oregon, of which he 
was a member since 1944; elected to the executive 
committee of the Federation of State Medical 
Boards in 1957; at one time on the faculty of his 
alma mater; chairman of the medical 
of Selective Service System during World War II; 
chief surgeon for the Portland Gas and Coke Com- 
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disease. 
19 
Vv. 
pany; surgical consultant for the American Can 
Company; member of the medical staff of St. Vin- 
cent Hospital, where he served as chief of staff in 
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1952 and chief of surgery 1954-1955; member of 
icians and 


July 4, 


Frey, Jesse Jacob @ Nashville, Tenn.; Vanderbilt 


Frisch, Felix © Trenton, N. J.; Medizinische Fa- 
kultat der Universitat, Vienna, Austria, 1905; on 
the staff of the McKinley Hospital, where he died 
July 5, aged 78, of myocardial infarction, and coro- 
nary occlusion. 


Goodman, Samuel ® New York City; Fordham 
University School of Medicine, New York City, 
1918; died in Mount Sinai Hospital July 12, aged 66. 


Grove, Thomas Leon @ Saluda, Va.; Medical Col- 
lege of Virginia, Richmond, 1939; veteran of World 
War II; county medical examiner; died July 2. 
aged 43. 


Haggart, Harry Humphrey © Cincinnati; Johns 
Hopkins University School of Medicine, Baltimore, 
1921; specialist certified by the American Board of 
Otolaryngology; member of the American Society 
of Plastic and Reconstructive Surgery and the 
American Academy of Ophthalmology and Oto- 
laryngology; on the staffs of the Children’s and 
Christ hospitals; died July 153, aged 66. 


Helbing, Harry Hugh @ St. Louis; American Med- 
ical College, St. Louis, 1895; Homeopathic Medical 
College of Missouri, St. Louis, 1901; served on the 
staffs of the Evangelical Deaconess Hospital and 
the St. Louis City Hospital; died July 4, aged 89, 
of paralysis agitans. 

Henry, John Philips ® Memphis, Tenn.; University 
of Tennessee College of Medicine, Memphis, 1917; 
associate professor of medicine at his alma mater; 
member of the American College of Allergists; fel- 
low of the American College of Physicians; veteran 
of World War I; on the staffs of Baptist Memorial 
and John Gaston hospitals; died July 4, aged 65, of 
massive gastric hemorrhage. 


Herrington, Lee Richard Sr., New Salem, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1897; served as county coroner; died in the Union- 
town (Pa.) Hospital June 26, aged 90. 


Hillyer, Ernest Elwood, Staten Island, N. Y.; Long 
Island College Hospital, Brooklyn, 1898; an asso- 
ciate member of the American Medical Association; 
died in Staten Island Hospital July 5, aged 90, of 
coronary arteriosclerosis. 


Joseph's hospitals died June 11, aged 87, of coro- 
nary thrombosis 


Jones, Garnett @ St. Clair, Mo.; Barnes Medical 
College, St. Louis, 1907; past-president of St. Louis 
County Medical Society; died in the E 
Deaconess Hospital in St. Louis, June 30, aged 91, 
of pneumonia. 


Joyce, William Michael @ Middletown, Conn.; 
Jefferson Medical College of Philadelphia, 1917; 
specialist certified by the American Board of Oto- 


Bellevue Hospital Medical College, 
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of Medicine, Lebanon, Ohio, 
University College of Medicine, Lebanon, Ohio, 
Surgeons, and Emanuel hospitals; died J 1893; died in the Huber Memorial Hospital, Pana, 
aged 65. June 20, aged 95. 
of Medicine, Richmend, 1908 
University College of Medicine, Richmond, 1905; 
past-president of the Nashville Society of Oph- member of the American Academy of Ophthal- 
thalmology and Otolaryngology; associated with mology and Otolaryngology; died July 13, aged 82. 
General Hospital; died July 3. Hollingsworth, Samuel Glen ® Bradenton, Fla.; 
Hering Medical College, Chicago, 1897; past- 
president of the Florida State Board of Medical 
Examiners, of which he was a member for many 
years; formerly school physician; died July 15, 
aged 87, of bronchopneumonia. 
Hopkins, John Rolph © Denver; University of To- 
ronto Faculty of Medicine, Toronto, Ontario, Can- 
laryngology; fellow of the American College of 
Surgeons; veteran of World Wars I and II; asso- 
ciated with Connecticut State hospital and the 
Middlesex Memorial Hospital; died nly 
Karen, Benjamin % New York City; 
1924; served as secretary of the Bronx County 
Medical Society; associated with Morrisania Hos- 
pital and the Bronx Hospital, where he died July 
1, aged 58, of aortic insufficiency, and pulmonary 
infarction. 
Kelley, Catherine Rose, New York City; Tufts Col- 
lege Medical School, Boston, 1909; specialist certi- 
fied by the American Board of Internal Medicine; 
an associate member of the American Medical As- 
sociation; served on the staffs of the Bellevue, Doc- 
tors, and Misericordia hospitals; died in Nashua, 
N. H., July 14, aged 82, of cerebrovascular throm- 
bosis. 
Kirk, Albert Wellington ® Berkeley, Calif.; College 
of Physicians and Surgeons of San Francisco, 1900, 
died July 5, aged 88. 
Labensky, Alfred @ New London, Conn.; Yale 
University School of Medicine, New Haven, 1921; 
specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College 


of Physicians; past-president 

New London County Medical Society; 

with Lawrence and Memorial Associated Hos- 

pitals; consulting physician, Norwich (Conn.) State 

Hospital and the Seaside in Waterford; died July 
7, aged 66. 


Society and the American Academy of General 
Practice; died June 15, aged 56, of cardiovascular 
accident. 


ers 
edicine, Kingston, Ontario, Can- 
Ww 


Homeopathic Medical ae and Flower Hos- 


Memorial hospitals; died July 21, aged 53. 


Leith, Leroy Rhodes, Exeter, Mo.; 
; died May 


McCue, Francis Joseph, Hudson, Mich.; University 
Ann Arbor, 1908; died in ‘the Thorn Memorial 


cori aged 68. 


Force Hospital, Langley Air Force Base, March 19, 
aged 43, of metastatic bronchogenic carcinoma. 


Martin, Albert J. @ East Prairie, Mo.; Beaumont 
Hospital Medical College, St. Louis, 1896; died 
July 3, aged 87, of a heart attack. 


Milos, James Leopold ® Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1931; served on 
the staff of St. Francis Hospital in Blue Island; 
died July 18, aged 52, of coronary occlusion. 


Nielsen, Edwin Bjorne ® Boston; Harvard Medical 
School, Boston, 1899; died July 3, aged 81. 


Pennell, Melvin Thomas @ Alton, IIl.; St. Louis 
University School of Medicine, 1941; interned, U. S. 
Marine Hospital, Boston; served a residency at St. 
Mary’s Group of Hospitals, St. Louis; specialist 
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Lund, Henry Joseph, Monterey, Calif.; Washington 
University School of Medicine, St. Louis, 1924; 
veteran of World War I; died in the Monterey 
(Calif.) Hospital July 2, aged 61. 
McClellan, George Sterling % Pompano Beach, 
Fla.; Georgia College of Eclectic Medicine and 
Lange, Horst ® Seaford, N. Y.; Friedrich-Wil- Surgery, Atlanta, 1912; charter member and past- 
helms-Universitat Medizinische Fakultat, Berlin, president of the Broward County Medical Society; 
he Americar a former member of the state board of medical 
examiners; served in France during World War I; 
associated with the North Broward General Hos- 
pital in Fort Lauderdale; died in the Holy Cross 
Lassen, Fritz Pucblo, Colo; Ludwig-Maxi- edema due to myocardial infarction due 
milians—Universitat Medizinische Fakultat, Miin- hearst dieses 
chen, Bavaria, Germany, 1903; specialist certified ; 
by the American Board of Otolaryngology; mem- 
ber of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American Col- 
lege of Surgeons; co-founder of the Parkview Hospital June 8, aged 81. 
9 
aged 82, of sic Tague, William Francis, New York City; Jeffer- 
So son Medical College of Philadelphia, 1917; veteran 
Lederman, Edward Isadore @ Baltimore; Univer- of World War |; formerly associated with the Ellis 
sity of Cincinnati College of Medicine, 1941; spe- Island immigration station, U. S. Public Health 
cialist certified by the American Board of Anes- Service; on the staffs of Fordham and St. Elizabeths 
thesiology; member of the American Society of _ Veterans Administration Hos- 
Anesthesiologists; veteran of World War II = aa - 
was awarded the Silver Star, two Bronze Stars , , , 
Combat Medical Badge; associated with Sinai and Medi iliam, Detroit; Albany (N. ¥,) Vv. 
age Medical College, 1911; served as president of the 
Provident hospitals; died June 7, aged 44, of myo- Lak ; — 
clit ielieeniinn e Keuka Medical and Surgical Association, vet- 
. eran of World Wars I and II; associated with the 
Leedy, Gladys June @ Indianapolis; Indiana Uni- Veterans Administration; died July 4, aged 73, of 
versity School of Medicine, Indianapolis, 1948; left ventricular failure, myocardial infarction, and 
served on the staff of the Central State Hospital; arteriosclerotic heart disease. 
deal Mann, Joseph Lee ® Lieut. Colonel, M. C., U. S. 
‘ Air Force, Hampton, Va.; University of Virginia 
Leigh, Horace ® Department of Medicine, Charlottesville, 1938; 
sity Faculty of M member of the Industrial Medical Association; in- 
ada, 1935; vetera terned at Norfolk General Hospital in Norfolk, Va.; 
the American Society of Anesthesiologists; asso- died 
ciated with St. Agnes Hospital in White Plains, 
Grasslands Hospital in Valhalla, and St. Luke's 
Hospital in New York City; died July 8, aged 52, 
medicine at New York Medical College, Flower 
and Fifth Avenue Hospital; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; veteran of 
inl S. Coler 


Pratt, Roscoe Wellington, Park Ridge, Ill.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1911; re- 
tired member of the medical board of the New 
York Life Insurance Company in New York City; 


died in McHenry July 15, aged 68, of carcinoma 


York City, where he was on the faculty of Co- 
lumbia University College of Physicians and Sur- 
geons; member of the Medical Society of the State 
of New York; served on the staff of the New York 

New 


University School of Medicine, St. Louis, 189]; 
died in Stamford May 7, aged 91, of arterio- 
sclerotic heart disease. 


Rubin, Isidor Clinton ® New York City; born in 
1883; Columbia U 


Academy 
of the New Hampshire branch; associated with the 
Elliot Hospital; died July 1, aged 63, of cancer. 


29, aged 40, of metastatic carcinoma of the stomach. 


Woodall, John L., Lavinia, Tenn.; (licensed in 
Tennessee in 1889); died May 26, aged 88. 


Woodman, James Brown © Franklin, N. H.; Dart- 
mouth Medical School, Hanover, 1903; fellow of 
the American College of Surgeons; veteran of 
World War I; served on the city council and board 
of education; vice-president of the Franklin Sav- 
ings Bank; associated with the Franklin Hospital, 
where he died June 28, aged 79, of acute coronary 
thrombosis. 
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certified by the American Board of Obstetrics and Rozentals, Peteris Voldemars, Louisville, Ky.; 
Gynecology; served on the faculty of his alma Latvijas Universitate Medicinas Fakultate, Riga, 
mater; veteran of World War II; on the staffs of Latvia, 1929; on the staff of Hazelwood Sanatorium, 
the Alton Memorial Hospital and St. Joseph Hos- where he died May 20, aged 54, of carcinomatosis. 
pital, where he died July 5, aged 42, of spongio- 
blastoma 
: de and Surgeons, New York City, 1905; specialist cer- 
Pentel, Louis Simon West New York, N. J tified by the American 
Baylor University College of Medicine, Dallas, merican Board of Obstetrics 
1925; died in the North Hudson Hospital July 1, Gynecology; member of the American Association 
7 ed 61 ; of Obstetricians and Gynecologists and the Amer- 
_ ican Gynecological Society, of which he was past- 
Perelman, Julius Samuel @ West Orange, N. J.; president; fellow of the American College of Sur- 
University of Vermont College of Medicine, Burl- geons and the International College of Surgeons; 
ington, 1935; died in Honolulu, Hawaii, July 11, in 1941 received a Certificate of Merit from the 
aged 48. American Medical Association for a scientific ex- 
hibit illustrating diagnosis of impaired tubal func- 
Perkins, Roscoe Livingstone, Royal Oak. Md.; tion by kymographic uterotubal insufflation and 
Hahnemann Medical College and Hospital of soluble viscous contrast medium; formerly clinical 
Philadelphia, 1907; an associate member of the professor of obstetrics and gynecology at his alma 
American Medical Association; veteran of World mater and the New York University College of 
War I; formerly practiced in Harrisburg, Pa.; died Medicine; on the staffs of the Mount Sinai, Beth 
June 27, aged 79. oe Harlem, and oar hospitals; developed 
. , . gl the Rubin Test; an officer of the French Legion of 
Poindexter, Frank Wilmore s Newport News, Va.; Honor; author of books on his specialty; on the 
Medical College of Virginia, Richmond, 1913; spe- editorial board of Fertility and Sterility; died in 
cialist certified by the American Board of Oto- London, England, July 10, aged 75, of coronary 
thalmo a olaryngology, teliow 
College of Surgeons; on the staffs of the Sheets, Cecil Clarence Paulsboro, N. McGill 
8 Riverside and Mary Immaculate hospitals; died University Faculty of Medicine, Montreal, Que., 
July 4, aged 70, of coronary thrombosis. Canada, 1923; died May 26, aged 57. of acute 
coronary occlusion. 

Snow, Bruce ® Manchester, N. H.; Harvard Med- 
ee ical School, Boston, 1919; member of the American 
of the right lung. Weinstein, David ® Opelousas, La.; Tulane Uni- 

versity School of Medicine, New Orleans, 1943; 
Ransbottom, Irah James, Coldwater, Ohio; Cin- served on the faculty of his alma mater; veteran of 
cinnati College of Medicine and Surgery, 1592; World War II and was awarded the Silver and 
veteran of World War I and the Spanish-American Bronze Stars for bravery at Iwo Jima; past-president 
War; died in the Gibbons Hospital, Celina, June of the Rotary Club in Opelousas and St. Landry 
20, aged 88. Parish Medical Society; member of the board of 
Reed, Theodore Byington ® Wilton, Conn.; Cornell Gisectors of one Company, 
University Medical College, New York City, 1916; init 
veteran of World War I; formerly practiced in New 
died July 2, aged 69. 
Reinders, Otto W., Riverside, Conn.; Washington 
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Pulmonary Cavitation.—_The problem presented by 
the tuberculous pulmonary cavity is apparently be- 
coming aggravated by the wide use of antibiotics 
and chemotherapy. Dr. Radyr de Queiroz and co- 
workers of the Sao Paulo State University : 
to the Associacao Paulista de Medicina a series of 14 
such patients, for 6 of whom resection had been per- 
formed. When sputum smears, cultures, and guinea 
harem are repeatedly negative for Myco- 
erium tuberculosis and x-ray examination re- 
veals the of the cavity, it may be con- 
cluded that the cavity is undergoing open healing 
or is already healed. We may make a diagnosis of 
cystic cavitation only when, by serial x-ray exami- 
nations, it is possible to recognize the cavity in the 
beginning of the treatment and at the different 
stages of the healing. A cystic cavity should not 
be confused with bubbles of emphysema which are 
found in nonspecific pneumopathies as well as in 
tuberculosis. The pulmonary tissue around the eyetie 


healing of the tuberculous cavity can be made only 
after a long observation. Besides the risk of reac- 
tivation of the tuberculous infection, the cystic 
cavity may be complicated by hemorrhage, sup- 
puration, and functional disturbances 

all these factors, it is advisable, if possible, to resect 
the lesion. 


Cystic cavities may be one to several centimeters 
in diameter and may even reach the size of a whole 
lobe. As a rule, these cavities are spherical but they 
may be tortuous. Their walls are generally thin, 


contain small yellow fibrinous clots or even caseous 
matter. Histologically, there is a complete altera- 
tion of the structure of the cavity, the wall con- 
sisting of collagen fibers with a variable number of 


innervated by the autonomic nervous system, but 


irradiated postoperatively. In patients with inoper- 
able cancer of the cervix uteri suffering from 


Midline Episiotomy.—Dr. L. C. da Costa (Revista 
de ginecologia e dobstetricia 52:153, 1958) per- 
formed a midline episiotomy on 500 patients of 
whom 311 were primiparas. In 66 the delivery was 
performed by forceps, and in 6 there was breech 
presentation. Six of the patients gave birth to twins. 
Of the 506 infants, 19 were premature, 60 weighed 
more than 3,500 Gm. (7.7 Ib.), and 13 weighed 
more than 4,000 Gm. (8.8 Ib.). Episiotomy is the 
most frequent obstetrical operation. In about half 
of the patients in this series the wound was re- 


Trypanosomiasis.—Dr. S. B. Goncalves, (O hospital 
53:799, 1958) stated that Trypanosoma cruzi pro- 

by inoculation with dead trypanosomes. T. 
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BRAZIL cer of the cervix uteri there is a phase of pain in 
relation to the autonomic nervous system and an- 
other phase in which pain is provoked by stimula- 
tion of afferent pathways of the central nervous 
system. Accordingly, two types of operative treat- 
ment may be used. The authors performed ab- 
dominopelvic sympathectomies (resection of the 
hypogastric nerve, aortic plexus, lumbar sympa- 
thetic chains, and plexus of the iliac arteries and of 
the inferior mesenteric artery) with complete 
relief of pain. These patients continued without 
pain as long as the cancer was limited to structures 
when it invaded structures innervated by the 
central nervous system the pain reappeared. The 
best results were obtained when the tumor was 
intractable hypogastric and lumbosacral pain radi- 
ating to the lower extremities, bilateral cervical 
cordotomy was performed at levels between the 
first and third cervical vertebras, with complete 13 
relief of pain. Temporary urinary retention was Vv. 
tensive tuberculous changes. The diagnosis of open observed, but this disappeared entirely in a few 
but may be partially thickened at points where they 
adhere to precavitary fibrous tissue. Their internal 
lining is smooth and shiny like a serous membrane. paired by means of an intradermal suture. The au- 
a short perineum or when difficulties were antici- 
pated from midforceps delivery, breech extraction, 
unfavorable subpubic arc, or large fetus. Local or 
caudal anesthesia was used for all patients. No 
fibroblasts and scant vascularization. The drainage postoperative incontinence or feces or rectovaginal 
bronchus is patent and its mucosa is practically fistula was observed. Midline episiotomy should be 
normal. performed only by sufficiently trained surgeons in 
selected cases. 
Inoperable Cancer of Uterine Cervix.—Dr. A. S. 
Pereira and co-workers (O hospital, vol. 53, June, 
1958) stated that in the course of inoperable can- 
The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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tease, histidinedecarboxylase, and 


plays an important role, favoring the digestion 

proteins. Substances that inhibit the action of hista- 

mines, such as isoniazid, chlortetracycline, and oxy 
tetracycline, aggravate the infection produced by 

T. cruzi. Substances that increase glycogen 

such as cortisone and hydrocortisone, similarly ag- 

gravate the infection. Certain hypoglycemic sub- 


abelic action of Gheso drums. The auther 
that carbutamide exercised a marked influence, de- 
creasing the extent of interstitial myocarditis pro- 
duced by T. cruzi in mice. 


Brazilian Trypanosomiasis.—Dr. P. F. Pereira and 
co-workers (Revista Goiana de Medicina, vol. 4, 
Jan.-March, 1958) showed that in the hypertrophic 
phase of megaesophagus in patients with Brazilian 
trypanosomiasis the absolute number of muscle 
fibers is increased to almost six times the normal. 


i 


women to treat patients with eclampsia and pre- 
eclampsia with favorable results. Kotasek of Prague 
noted that in toxemia values in the blood for anti- 


procaine intravenously to patients with severe tox- 
emia. In a conference on anemia of pregnancy 
Lowenstein of Montreal showed the difficulty of 


anemia in pregnant women. In such patients he 


drip 
for simple inertia, but the care of incoordinated 
uterine action was believed to present a more diff- 
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rest had iron deficiency anemia. Green-Armytage 
of London stated that blood transfusion was dan- 

tabolites derived from histamine, are produced and gerous and that he used it only as a last resort for 

used by the trypanosomes in their development. 
this cycle, the glycogen deposited in the muscle gave only 350 cc. at a time. 

Three approaches to phlebitis were described. 

Shute of London, Ontario, treated chronic phlebitis 

with 800 to 2,000 units of alpha-tocopherol daily. 

Chalmers of Worcester, England, in treating post- 

operative and puerperal phlebitis used paraverte- 

bral block and also found a new sympathicolytic 

agent PH203 (a combination of Panthesin and 

stances, suramin and various diamidines, possess a Hydergin) promising. Braden of New Orleans ad- 

trypanosomicide action for the African trypano- vocated phenylbutazone in patients with superficial 

somas, more adapted to the parasitic life than T. phlebitis. Another use for phenylbutazone was de- 

; ~ j scribed by Black of Winnipeg who gave 100 mg. 

three times a day for several days for dysmenorrhea. 

Fitzgerald of England noted that the diagnostic 

signs of air embolism in the third stage of labor 

were hyperpnea, extreme pallor in the limbs, and 

a degree of shock out of proportion to blood loss. 

Gavel of France used a combination of dibucaine 

and thiopental intraspinally for difficult cesarean 

sections. Hobbs of Vancouver recommended pro- 

methazine with meperidine for safe and effective 

sedation in labor. For stress incontinence, Mulvany 

of Pawtucket, R. LL. used various types of vesi- 

courethrolysis, and Taleghany of Persia used a 

} modified Marshall urethrocystopexy with a Foley 

8 catheter in the bladder. Chalmers of England also 

used urethrocystopexy with a high degree of suc- 

CANADA cess but preferred an ordinary rubber catheter to 

: Foley's type in the bladder. Jeffcoate of Liverpool 

Congress of Obstetrics and Gynecology.—The Sec- believed that there was probably a place for 

ond World Congress of Obstetrics and Gynecology, urethrocystopexy and sling operations in patients 

arranged by the International Federation of Gyne- with stress incontinence with little to choose be- 
cology and Obstetrics, was held in Montreal in tween them, though the relapse rate after the latter 

June. In a conference on toxemias of pregnancy, operation is lower. He had a 90% success rate for 

Toppozada of Egypt outlined work showing the his whole series. 

existence of placental toxin, present in toxemic In a discussion on psychoprophylaxis of labor, 

pregnancy and inhibited in normal pregnancy. He the method based on Pavlovian principles first in- 

had used injections of amniotic fluid from normal end the 

natural childbirth in use in the United Kingdom 

and the United States were found to be similar in 
diuretic hormone rose with the severity of the dis- ~ » 
ease. McCall of New Orleans condemned intra- whether antenatal preparation modified the course 
venous administration of barbiturates, preferring to of labor. De Watteville of Geneva described his 
rely on sedation with 50% magnesium sulfate intra- studies of pregnandiol excretion which suggested 
muscularly plus hydralazine and veratrum viride. thet the enset of uterine contractions tn 

Rodriguez-Lopez of Montevideo gave 10 cc. of 1% was not related to luteal deficiency and that pro- 

gesterone treatment of the condition was therefore 

useless. Fortin of Montreal discussed premenstrual 

. tension, noting that while fluid retention played a 

defining normal blood values in pregnancy. Llew- part in symptoms emotional factors were even more 

ellyn-Jones of Malaya reported values regarded as _significant. He believed psychotherapy might help. 

normal in Malayan pregnant women which would At a conference on uterine inertia, oxytocin given 
be abnormal in the West. Any hemoglobin value 

down to 6.5 Gm.% was considered normal. Below 

this level 25% had megaloblastic anemia and the 
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and the group may ultimately comprise 3 to 4% of 
the medical profession, representing all fields of 
medical practice. 

The council debated at length the question of 
arbitration and negotiation between physicians and 
employing bodies. There are major differences in 
employer-employee relationships, between physi- 
cians practicing medicine and other employees 
presently subject to compulsory arbitration. It is 
difficult to negotiate compulsory arbitration ar- 
rangements for the profession when payments are 
made on a fee-for-service basis, but the council 
“Statement of Policies and Principles on Health 
Insurance in Canada,” g the need for 
profession to be given the same fundamental rights 
as other citizens in choosing the type and location 
of practice and in negotiating agreements covering 
methods of remuneration, conditions of professional 
service, and modification or termination of con- 
tracts. The Canadian Medical Association and its 
divisions accept responsibility for collective bar- 
gaining on behalf of a salaried physician. This 
acceptance means that there is no need for physi- 
cians to be active members of any union. In rela- 
tion to health insurance plans the council agreed 
that such plans should be administered at the pro- 
vincial level by a commission representative of 
those persons providing and receiving the service. 
They also agreed that whenever medical services 
are provided to persons whose care is a responsibil- 
ity of government or other third party, the profes- 
sional component of this care may be compensated 


ing accessible only to ships in summer and planes 
in winter. In January, 1950, an epidemic of polio- 
myelitis struck the village, possibly reaching this 
community via one of the rare visitors. Of the 417 
on living in the village, 33 were attacked, 13 

g paralytic cases. Only children aged 2 to 14 
years were attacked. Pavilanis and Frappier (Ca- 
nad. M. A. J. 79:11, 1958) described laboratory 
studies at the time of the epidemic and later. Dur- 
ing the epidemic 90% of the children of the village 
were excreting poliovirus type 1. Two years later 
nobody was excreting virus. After the epidemic, 
almost all the population had antibodies to polio- 
virus types 1 and 2, but children examined before 
the onset of symptoms had no antibodies to type 1. 
Moreover there was a sharp distinction at the age 
low titer, whereas at 


the first epidemic due to type 2 virus had left a high 
titer of antibodies in the population and also appar- 
ently conferred some resistance to type 1 virus. 


FRANCE 


Chorea and Rheumatic Fever.—R. Lutembacher 
(Presse méd. 66:1067, 1958) called attention to the 
between chorea and rheumatic 


may be associated with an acute inflammatory proc- 
ess that develops in the joints or serous mem- 
branes. The adrenal insufficiency, as detected by 
assessment of the blood corticosteroid level, was 
equal to that observed in rheumatism in the third 
week of its course. The motor incoordination was 
controlled by antirheumatic chemotherapy or 
hormones. One should — the use of 

a treatment as a means of preventing 
cardiopathies. 


Electrocardiograms.— Maurice Pestel ( Presse pn 
66:644, 1958) stated that electrocar 
though helpful, is far from infallible. In addition 
to the frequent discrepancies between the anatomic 
changes and the electrical alterations, there may 
be some uncertainty in the reading of the tracings. 
A study of 100 tracings as interpreted by different 
cardiologists emphasized the profound disagree- 
ment that may exist in the interpretation of normal 
as pope as abnormal tracings. Furthermore, the fact 
that in about 16% of cases the same tracings sub- 
mitted to the same experts on a second occasion 
were interpreted in a different fashion was evidence 
of a lack of exact standards of interpretation. 


Pulmonary Decortication.—Henri Le  Brigand 
(Presse méd. 66:1089, 1958) believes that decorti- 
cation makes it possible to remove a pouch from 
a purulent pleurisy and to secure the reexpansion 
of the underlying lung and the recovery of its func- 
tion. The procedure is feasible since there remains 
a cleavable plane between the pachypleuritis that 
coats the lung and the underlying visceral pleura. 
The external wall of the pouch, as made of a pari- 
etal pachypleuritis, remains also separable from the 
thoracic wall. Nevertheless, the cleavage plane may 
be of varying quality on the inner side as well as on 
the outer side. In patients in whom both splitting 
procedures are readily performed, it is possible to 
remove en bloc a pouch of chronic purulent pleur- 


difficulties. On the visceral side it may be feasible 
only at the expense of a certain number of breeches 
of the cortex. On the parietal side it may cause 
hemorrhage and necessitate leaving in situ a more 
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fever. The cardiac 'csions were shown to be grossly 
and histologically identical. Chorea may occur be- 
fore any inflammatory manifestation, or its onset 

for separately and preferably in accord with an 

agreement based on fee-for-service. 

Persistence of Poliomyelitis Antibodies.—The vil- 

lage of Saint-Augustin, Quebec, is very isolated, be- 
Otherwise, the splitting process induces varying 

age 11 or over children had a high titer of type 2 

antibodies. It seems that there was an epidemic in 

1939, 11 years before the second epidemic, and that 


extensive area of pachypleuritis. Whatever 
Ities, decortication should no longer con- 

in removing the visceral cover of the 
lung and allowing the pulmonary areas thus re- 
leased to reexpand. One must always perform such 
a total pneumolysis as makes possible a total and 
harmonious reexpansion of the lung. 


return of the lung to the thoracic wall. The post- 
operative death rate for this operation is less than 
1%. Such complications as hemorrhage requiring 


residual pouch may necessitate a secondary thor- 
acoplasty. There is no absolute parallelism between 
the value of the anatomic recovery and that of the 


Pleural Manifestations in Cirrhosis.—Poinso and 


phragm and the pressure of ascitic fluid on the pul- 
monary bases. In only 5 of the 103 patients was the 
pleural effusion of tuberculous origin. 
INDIA 


Electrical Activity of Muscles in Infantile Cerebro- 
spastic Paralysis.—Fudel-Ossipova and Mezhenina 
(Neurology, vol. 6, January-March, 1958) stated 
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characterized by numerous destructive changes. 
As the functional ability of a muscle will be affected 
by such destructive changes and as the electrical 
reaction of a muscle during voluntary contraction 
indicates its functional ability, the authors tried to 
find out whether a correlation exists between the 
electrical activity of spastic muscles and the mor- 
phologic changes found in them. 

They studied 36 patients with infantile cerebro- 
spastic paralysis between the ages of 5 and 16 
vears. While studving the electrical activity of 
spastic muscles, electromyograms of the antagonists 
were also recorded. A biopsy specimen of the affect- 
ed muscles was also taken. Eight of these patients 
had a mild degree of spasm, 20 had a moderate 
degree, and 8 were severely affected. A definite 
correlation was noted between the extent of de- 
structive changes in the morphologic structure of 
a muscle and its electrical activity. The milder the 
morphologic changes, the higher the action po- 
tentials appearing during voluntary contraction and 
the closer the resemblance to a normal electromyo- 
gram. When the pathological changes were ad- 
vanced, as in patients with severe spasm, the 
electrical activity was reduced to a minimum and 
their function was restricted. With marked changes 
in the structure of a muscle, transplantation of its 
tendon will not give the desired effect. Preoperative 
electromyograms would thus help to ascertain the 
functional potential of a muscle and thus help in 
selecting a suitable transplant. 


Carcinoma of the Breast.—D. G. Reddy and co- 
workers (Indian Journal of Medical Sciences, vol. 
12, April, 1958) studied a series of 681 patients with 
carcinomas of the breast. Breast cancers formed 
about 8% of the total malignancies in both sexes. 
The youngest patient in the series was 17 years old 
and the oldest 70 years, the maximum incidence 
being between 30 and 50 years of age. About 10% 
occurred below the age of 30. About 1.5% of all 
breast cancers occurred in men; 53% of the tumors 
were in the left breast, and the upper outer quad- 
rant was the commonest site. Multiparity and 
breast feeding did not have any relation to the 
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The presence of underlying pulmonary foci may 
necessitate more or less extensive pulmonary re- 
sections, this being rarely seen in those decortica- 
tions performed for common purulent pleurisy or 
for pyohemothorax but more frequently seen in pa- 
tients with tuberculous pleurisy. Meticulous post- 
operative care is necessary, especially perfect drain- 
reoperation are relatively frequent. Remote results 
are excellent. In some patients the persistence of a 
functional recovery in the lung. 
Chanas (Presse méd. 66:1106, 1958) studied a ser- 
ies of 400 patients with cirrhosis, of whom 174 had 19 
atrophic portal cirrhosis, 138 had hypertrophic 
cirrhosis, 5 had cirrhosis with an atrophohyper- Vv. 
trophic form, 15 had pigmentary cirrhosis, 9 had 
metaicteric cirrhosis, 3 had cardioethvlic cirrhosis, 
2 had fatty cirrhosis, 1 had cholostatic cirrhosis, 2 
had adenocarcinoma, and 51 had an undefined 
form of cirrhosis. Of the 400 patients, 103 showed 
pleural effusion, and in most of these the effusion 
was due to a mechanical factor. The stasis, edema- 
tous alveolitis, and subsequent pleural transuda- 
tion were associated with the rising of the dia- 
development of these cancers among the women. 
The commonest variety was the scirrhous type 
(76%). Infiltrating comedocarcinomas formed 8%, 
that the electromyograms of affected muscles in papillary Carcenemas £0", medullary carcinoma 
infantile pee: om paralysis show marked with lymphoid infiltration 8.5%, and colloid car- 
muscle spasm, the lower are the action potentials 
appearing in the muscle during voluntary contrac- 
tion. Besides, the activity of the antagonist muscle Study of Plas : 
me s ma Proteins.—B. S. Kulkarni and co- 
functio er April, 1 exami t l 
normal function of a muscle in spastic paralysis in. 187 
leads to pathological changes in its structure. The of 18 and 50 years who were taking vegetarian and 
morphological picture of these affected muscles is mixed diets. All the subjects were healthy and well 
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nourished. In the last two-year before taking 
their blood samples, they not suffered from 
any pathological disorder; 136 were men and 51 
women; 152 were between 18 and 30 vears of age, 
24 between 31 and 40 years, and 11 between 41 and 
50 years; 72 took a vegetarian diet along with milk 
and milk products and 115 ate a mixed diet includ- 
ing milk, eggs, meat, fowl, or fish. The total protein 
content of the plasma was about the same as re- 
ported by Western authors. The albumin level was 
also the same; the values of alpha 1, alpha 2, and 
beta globulins, though slightly lower, were com- 
parable to those obtained in the West, but the value 
of gamma globulin was slightly higher. The cause 
of this high level is not clear. The total proteins 
were slightly less in women as compared to men, 
and this was due to the low value of albumin; this 
difference was not, however, statistically significant. 
With increasing age, the levels of total proteins and 
of beta and gamma globulins showed a progressive 
rise but those of alpha 2 globulin and fibrinogen 
showed a fall. A statistically significant difference 
was noted only in the value of gamma globulin. 
The total] proteins were slightly higher in those tak- 
ing non-vegetarian diets but this difference was not 
statistically significant. 


Right Heart Catheterization —K. K. Datey and co- 
workers (Journal of Postgraduate Medicine, vol. 4, 
April, 1958) catheterized the right heart of 30 
cardiac patients (23 with congenital and 7 with 
acquired heart disease). Three patients with pul- 
monary stenosis showed a right atrial pattern in the 
electrocardiogram with large “a” waves and the 
“c” wave being represented by a small hump on 
the descending slope of “a” wave; elevation of right 
ventricular systolic pressure depending on the de- 
gree of stenosis; normal or diminished pulmonary 
arterial pressure (in one case the pulmonary 
arterial pressure was slightly higher, probably due 
to the development of slight pulmonary incom- 
petence following an attack of subacute bacterial 
endocarditis ); and an infundibular or combined 
infundibular and valvular pattern in the pressure 
gradient across the pulmonary valve. Both systemic 
and pulmonic blood flow were equal but diminished 
while the arteriovenous oxygen difference was al- 
ways over 5 ml. per 100 cc. Six patients with the 
tetralogy of Fallot and one with the pentalogy of 
Fallot were studied. The catheter could be passed 
into the aorta in four. There was elevation of the 
systolic pressure in the right ventricle, the pul- 
monary arterial pressure was low, and the tracing 
often deformed. There was a pressure gradient 
across the pulmonary valve. The systolic blood flow 
ranged above or below the normal value and the 
pulmonary blood flow was reduced. The arterial 
oxygen saturation ranged between 67 and 87.5% 
and in one patient it was 92%. 


93 
Of three patients with patent ductus arteriosus, 
one had an atrial septal defect and bly a 
ven . These a greater 


creased oxygen saturation in the right atrial samples 
of blood while the catheter cou left 


monary arterial wedge pressure, pulmonary arterial 
pressure, right ventricular pressure, and right atrial 
pressure. In those with constrictive pericarditis the 
right atrial pressure showed marked elevation and 
the right ventricular pressure curve showed slight 
elevation of systolic pressure. There were no deaths 
in this series. Minor complications were seen in a 
few patients. Thus occasional ventricular extra- 
systoles occurred in almost all patients and one 


reveal any traumatic lesions on the endocardium. 
Local thrombophlebitis developed in five. 


Toxigenicity of Corynebacterium Diphtheriae.— 
Soman and Patel (Indian Journal of Medical Sci- 
ences, vol. 12, April, 1958) compared the method 
of intradermal inoculation of guinea pigs used as 
a standard procedure for determining the toxigenic- 
ity of Corynebacterium diphtheriae with the in 
vitro plate method and the chick-embryo inocula- 
tion method. Nasal swabs and throat swabs were 
collected from patients suspected of having diph- 
theria and from suspected carriers. After making 
direct smears and culturing and typing, the culture 
was tested for its biochemical and hemolytic ac- 
tivity and tested by the three methods for toxigenic- 
itv; 120 cultures were thus isolated and 110 
tested for their biochemical properties, of which 
3 turned out to be the gravis and 107 the mitis 
type. On typing 45 strains on tellurite agar plates, 3 
were found to be the gravis, 3 the intermedius, and 
104 the mitis type. Eighty-nine cultures were sub- 
jected to the standard virulence test in the guinea 
pig, the in vitro method, and the chick-embryo 
inoculation. The results with all three showed 


oxygen content of blood samples the pul- 
monary artery than that from the right ventricle; 
greater pulmonary blood flow as compared to 
systemic blood flow, the ratio varving between 
1:1.5 and 1:3; normal pulmonary arterial pressure; 
and in some the catheter could enter the aorta 
through the patent ductus. Three patients with 
atrial septal defect showed elevation of the right 
atrial pressure and also of the right ventricular and 
ulmonary arterial pressure. They also showed in- 
atrium, left ventricle, or pulmonary a 
with mitral stenosis showed elevation of the pul- 
developed a short paroxysm of ventricular tachy- 
cardia. Right bundle-branch block was seen in two 
patients; in one it was transient and in the other it 
disappeared within five minutes of withdrawing the 
catheter into the superior vena cava. Venospasm 
occurred in three patients and pyrogenic reaction 
in four of those catheterized early in the series. 
Autopsy performed on four postoperative patients 
within a month of cardiac catheterization did not 


patterns were seen in ring-tailed sperms with faint 
granules in the head or no granules at all. An 
occasional sperm with a double head and double 


Harefuah (55:288, 1958). From 131 specimens sub- 
mitted for virus isolation, 37 strains of influenza vi- 
rus were isolated. The highest percentage of isola- 
tions was obtained from throat washings (38%). 
Next highest was the percentage of virus isolations 
from lung material (27%). Less satisfactory was the 
percentage of isolations from sputum (18%). Bac- 
teria resistant to penicillin and streptomycin were 
isolated from 19 specimens, 10 of them lung mate- 
rial. Two of the lung specimens contained resistant 
staphylococci. In the other patients resistant Kleb- 
siella, Pseudomonas aeruginosa, and Escherichia 


-~ exhibited an interesting, though unexplained, 
in that the phenotype MN (70%) yt 


drugs, as well as in a large proportion of 

of their families, by Szeinberg and Sheba (Hare- 
fuah 54:285, 1958). The abnormality was detect- 
able even in the umbilical cord blood. In a large- 
scale tion survey no subjects with this ab- 
normality found among Ashkenazic Jews, 
while about 20% of non-Ashkenazic Jews origi- 
nating from Iraq or Persia, 5% of Yemenites and 
immigrants from Turkey, and 2% of North African 
Jews were found to be affected. Similar findings 
were detected also among non-Ashkenazic Jews 


hereditary and probably transmitted by a sex- 
linked, incompletely dominant gene with variable 
expressivity. The transient glutathione instability of 
newborn infants during the first hours of life dif- 
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perfect agreement. As the in vitro method is rapid coli were present. Antigenically, all influenza strains 
and cheap it can be used in small laboratories were homogeneous and were inhibited specifically 
where guinea pigs and eggs are not freely avail- by A/Singapore/1957 antiserum. Serologic diag- 
able. The diphtheria antitoxin used in this test nosis was based on the rise of antibodies as de- 
should be properly selected and used in proper termined by the hemagglutination inhibition or, 
concentration to get clear results. This method be- more rarely, the complement fixation test. Though 
ing simple, economical, and reliable as compared less specific, the latter test was found to be highly 
to the other two may be accepted as a routine sensitive. For the hemagglutination inhibition test, 
procedure for the determination of toxigenicity. use of a high egg passage strain and inactivation 
of the nonspecific inhibitor in serum by cholera 
Succinic Dehydrogenase in Human Spermatozoa.— filtrate were found important. Treatment of serums 
Kothare and De Souza (Journal of Postgraduate with trypsin or periodate was less satisfactory. It 
Medicine, vol. 4, April, 1958) described a method was repeatedly observed that antibody fv ene 
of demonstrating succinic dehydrogenase cyto- as measured by the hemagglutination inhibition or 
chemically using p-nitropheny] substituted ditetra- complement fixation test was delayed, or only small 
zole in mature normal, immature, and abnormal amounts of antibody were produced. In a few cases 
spermatozoa occurring in the semen of normal in which the diagnosis of influenza was highly prob- 
healthy men. The enzyme was localized on or in able on both clinical and epidemiologic grounds, 
the vicinity of the mitochondria and was concerned no rise of antibody level could be demonstrated. 
in the vital metabolism of the cells. The semen was These findings may be explained by the complete 
treated with buffer substrate tetrazolium solution novelty of the Asian strains of influenza which dif- 
and the enzyme was demonstrated as fine discrete fered in their antigenic composition from all strains 
blue granules. In normal adult spermatozoa they previously encountered. 
were localized in abundance over the midpiece 
with a slight condensation at the margins. In an Blood Groups in Sephardic Jews.—The ABO, MN, 
abnormal form with a large head with two distinct and Rh-Hr blood group frequencies in Sephardic 
nuclei and abundant cytoplasm, an occasional Jews were reported by J. Gurevitch and co-workers 
granule was seen in the head. Faint granules in the in Harefuah (54:293, 1958). In the ABO system the 19 
head and body were seen in pin head sperms and frequency of group A was relatively high and the y 
a few of these were devoid of granules. Variable frequency of the phenotype O low. The M and N . 
re enes were evenly distributed, but the Sephardic 
body showed a concentration of the enzyme in the a 
midpiece. Sperms with a cytoplasmic membrane Rh-Hr chromosomes the high frequency of the 
around the neck and the midpiece showed variable Mediterranean CDe (R,) chromosome—character- 
amounts of succinic dehydrogenase in the mem- istic for all Jewish communities so far examined— 
brane. Most showed a few fine granules in the was found. The cde and cDe chromosomes were 
head. This cytochemical method would help in the relatively frequent, indicating the possibility of an 
study of the morphology of spermatozoa, especially African and Spanish admixture. 
in their progress to maturity. 
Hemolytic Trait in Oriental Jews.—A metabolic ab- 
normality of erythrocytes was detected in all pa- 
ISRAEL tients with favism and hemolytic reactions due to 
Asian Influenza.—The experience of the virus lab- 
oratory of the Hebrew University-Hadassah Medi- 
cal School in the diagnosis of influenza during the 
outbreak of Asian influenza between October, 1957, 
and January, 1958, was reported by A. Bernkopf in 
from Greece, Egypt, and Sudan and in a small per- 
centage of Arabs from the central part of Israel. 
Genetic studies suggested that the abnormality is 
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fers from this condition, as it is not hereditary, 
is not racially determined, is not connected with 


glucose-6-phosp dehydrogenase activ- 
itv, and may be corrected in vitro by addition of 
glucose or inosine to the blood. 


Drug Resistance in Shigella.—About 50% of Shig- 
ella strains isolated in Israel were found by G. Alt- 
mann and co-workers to be resistant to sulfadiazine. 
While chloramphenicol proved to be the drug of 
choice in the treatment of bacillary dysentery until 
1955, 19% of a series of Shigella isolated in 1956 
were found to be resistant to and 
17% to tetracycline. In 1957 the percentage of 
strains resistant to chloramphenicol rose to 24% 
and of those to tetracycline to 35%. All strains 
tested proved to be sensitive to polymyxin B and 
neomycin. A number of cases of shigellosis caused 
by resistant strains followed a severe and protracted 
course, and some of them ended fatally. Using the 
rapidity of disappearance of Shigella from the stools 
as therapeutic index, a significant difference was 
noted between sensitive and resistant strains. The 
need for planned treatment of bacillary dysentery 
was stressed in the light of these findings. 


NEW ZEALAND 


Control of Extradural .—Dr. R. G. Rob- 
inson (Australian & New Zealand J. Surg. 27:303, 
1958) reported that in some patients the control of 
bleeding from extradural hemorrhages may be diffi- 
cult. Recurrences have been reported. In a series of 
16 patients with extradural hemorrhage treated 
surgically, 5 died. There was an appreciable reac- 
cumulation of clot which partly contributed to the 
fatal issue in two of these. In another patient, the 
wound had to be packed with gauze before the 
bleeding could be arrested. In two of the author's 
patients hemostasis proved unusually difficult. One 
was a woman who had fallen off her bicycle. Neu- 
rological symptoms appeared a few hours later. A 
left temporal bur hole was made under local 
anesthesia and a huge extradural clot was removed. 
There continued to be a diffuse vascular oozing 
from the dura and many of the bleeding points 
were inaccessible owing to the posterior extent of 
the dural stripping. An osteoplastic flap was the 
only way of getting at the vascular weeping from 
the dura. The patient regained consciousness five 
hours after the operation and made a good re- 
covery. The use of an osteoplastic bone flap in 
extradural hemorrhage has been a matter of con- 
troversy. Arresting the diffuse vascular oozing from 
the dura is admittedly difficult but many of these 
difficulties are due to a failure to close the dead 
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surrounding tissues. The disadvantages of a 
flap are that specialized instruments are 
and the restless state of the patient may the 
procedure difficult even for the e 
Recently Dr. Robinson has used 
which is simple and promises to overcome these 
difficulties. A 14-year-old boy who had been kicked 
in the head presented neurological symptoms. 
Under local anesthesia a conventional left temporal 
bur hole was made and enlarged, and numerous 
bleeding points were sealed with the diathermy. 
Four hours later there was a massive recurrence of 
the extradural hematoma. The dura persistently 
oozed. Division of the middle meningeal artery at 
the foramen spinosum made no difference in the 
bleeding. A small nick was made in the dura and 
Ringer's solution was injected into the subdural 
space. The dura showed no signs of staying ex- 
and the incision was closed with a stitch. 
A lumbar puncture was made and 40 ml. of Ringer's 
solution was injected into the subarachnoid space. 
The dura came out into tight contact with the skull 
and the bleeding ceased at once. The wound was 
closed over a soft rubber drain. The patient im- 
proved rapidly and the drain was taken out on the 
next day but there was no blood on the dressing. 
This was an uncommon case of recurrent extradural 
hematoma as there was no fracture of the skull and 
the major vessels were intact. The method of in- 
jecting isotonic sodium chloride solution or Ringer's 
solution into the subarachnoid space after the clot 
has been removed is effective because it expands 
the compressed brain and closes the dead space, re- 
duces the tentorial herniation, and counteracts any 
intracranial hypotension. If the dural oozing persists 
after the control of the major vessel or when the 
dead space is not obliterated by the expansion of 
the brain, enough isotonic sodium chloride solution 
should be injected into the lumbar subarachnoid 
space to overcome these difficulties. It is unlikely 
that more than 100 ml. will be needed and at the 
worst no harm is done. Only in failure of this 
simple method should the use of an osteoplastic 
flap be considered with its requirement of a general 
anesthetic. There is no place for gauze packing or 
ligature of the external carotid artery in these 
troublesome cases. 


Nontuberculous Empyema.—Dr. James A. Baird 
( Australian & New Zealand J. Surg. 27:313, 1958) 
reported that empyema of the pleural cavity has 
increased in incidence in the past two or three 
years. Following the introduction of the sulfona- 
mides and penicillin in the treatment of pneumonia, 
pleural complications became uncommon, but due 
to antibiotic-resistant staphylococcic infections their 
incidence is increasing. The aims of the treat- 
ment must be the sterilization of the pleural cavity 
and the return of the hemithorax to normal, i. e., 
the complete expansion of the lung and the restora- 


space left by the evacuated hematoma. The use of 
an osteoplastic flap has the merit that it allows 
hemostasis of the exposed dura. The dead space 
may then be reduced by stitching the dura up to 


tion of the normal movements of the chest wall and 
diaphragm. Of a series of 32 patients seen in the 
past five years, 27 have been seen in the past two 
. The treatment of pleural suppuration must 
be vigorous, consisting of frequent aspirations of 
the fluid with the instillation of the appropriate 
antibiotic and proteolytic enzymes as required. 
Thoracic physiotherapy must be instituted early. 
Radiographic contro] is essential. 

Failure to obtain progressive reexpansion of the 
lung is an indication for surgical treatment. Inter- 
costal catheter drainage is the treatment of choice 
in infants and the elderly and in small loculated 
empyemas. All other empyemas are best treated 
by excision. This has been in 14 patients 
without any deaths. It has been stated that this 
operation should not be in less than eight 
weeks from the onset of pleural infection and that 
the disadvantages of the operation are the possi- 
bility of a residual empyema pocket requiring drain- 

and the recrudescence of the infection. Neither 
these complications is likely to occur if the opera- 
tion is performed within four weeks of the 
occurrence of pleural suppuration. At this stage the 
tissues are still mobile and space obliteration occurs 
rapidly after excision. Early operation avoids the 
for mutilating flap operations on the chest 
wall to close infected dead spaces associated with 
late empyema. Furthermore blood loss is less with 
early operation. Other advantages are primary 
healing, the patient is fit for discharge two or three 
weeks postoperatively, and the source of toxemia is 
promptly removed. It has been maintained that 
because excision is a severe procedure, it should be 
reserved for selected patients such as those with 
total empyema. It cannot be denied that excision is 
a much more serious operation than rib resection 
but it has been shown that it is safe and that the 
convalescence is much shorter. 


NORWAY 


Poliomyelitis Vaccination.—In Tidsskrift for den 
norske legeforening od May 15 Dr. Evang stated 


ing 1 ml. In cooperation with the Danes, who have 
consistently given their vaccine intracutaneously, 
the Norwegians in the autumn of 1957 compared 
the effects of both methods on medical students in 
Oslo. The antigen response after two injections 


definitely superior, the subcutaneous injections of 
1 ml. appeared to give slightly better results. Direc- 
tions were therefore given to use this method, and 
the experiments on medical ts have con- 


tinued. Vaccines made in the United States or Den- 
mark were used. 


with impaired hearing have had pure-tone audiom- 
etry, and since 1947 every such child has been 
kept under observation until his hearing became 
normal or until maximal improvement was ob- 
tained. Of the 44,784 children examined between 
1948 and 1956 3,170 (7%) were found to have 
impaired hearing. On the final check-up, of 90.5% 
of these children, 69.2% were found to have re- 


been tested in the first grade. Of these, 6.1% had 
impaired hearing while in the first grade, and 4.4% 
while in the fourth grade, while only 2.2% had im- 
paired hearing on both occasions. Impaired hearing 
due to middle-ear disease incurred in the preschool 
years was discovered in 1.6% of the children in 
their first year at school. Similar sequelae without 
impaired hearing were found in another 1.6%. Moe 


concluded that the presence of some chronic ad- 


the B. M. A. in Birmingham, girth control was ad- 
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The Hearing of School Children.—The systematic 
examination of the hearing of school children in 
Oslo began in 1919. What these examinations have 
achieved is reported on in Tidsskrift for den norske 
legeforening for June 1 by Dr. R. Moe, whose 
figures are mostly concerned with two groups, one 
composed of children observed in the school years 
1948-1949 and 1955-1956 subjected to a follow-up 
examination and the other of more than 2,000 
children screened in the winter of 1957. Audiom- 
etry has been adopted as the routine method of 
testing since autumn, 1957. Since 1950 all children 
gained normal hearing, 12.1% were improved, and 
18.7% were unimproved or worse. In 69 children 
(0.15%) the loss of hearing was so severe that 
teaching had to be given in a separate school for 
children with defective hearing. Of the 37 children 
in such a school in 1957 there were only 2 with 
conduction deafness, the other 35 suffering from 

: perceptive deafness. 19 
In the past four years all the children found to Vv. 
have impaired hearing in their first year at school 
were retested in their final year, when it was found 
that 70.6% had regained normal hearing, 10.3% 
were improved, and 19.1% were unimproved. In 
the winter of 1957 audiometry was carried out on 
the 2,123 children in the fourth grade who had 
eee hesive lesion or sequelae of otitis in over 3% of the 
intracutaneous and subcutaneous injections of children at the age of 7 emphasized the need for 
poliomyelitis vaccine, the subcutaneous dosage be- preschool prophylaxis, with adequate treatment of 
acute middle-ear disease early in life. 
UNITED KINGDOM 
Causes of Overweight.—At the annual meeting of 
given by one or the other method was compared, ee 
and though neither emerged from these tests as vocated by Dr. H. M. Sinclair, of Oxford University, 
an authority on human nutrition. It could in part, 
he said, be the answer to the growing amount of 
degenerative disease. Cardiac and other diseases 
maybe attributed to a deficiency of the fatty acids 
butter are deficient in these acids. They supply the 
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wrong fat. Giving children unlimited food, especial- 
ly milk, produces early maturity, a certain amount 
of obesity, and chronic degenerative diseases later. 
In general, the Eskimo child, although fat, is in 


milk” campaign as pernicious. Excessive body fat 
represents a waste of food and a danger to health. 


Cold Babies.—At the same meeting Dr. Trevor 
Mann of Brighton said that more than 100 babies 
up to six weeks of age die of cold in a year in 
Britain. In five years he had seen 15 cold babies, 


ve days after admission to hospital. 
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has been turned out. Fires should 
allowed to go out at night when the baby is young. 
Dr. Hugh Ellis of Oxford called the condition “the 
refrigerator syndrome.” He believes that factors 
other than cold are involved, because many babies 
get along well in a cold room. 


Hospital Beds Still Scarce.—At the same meeting 
Dr. E. A. Gerrard, of Manchester, spoke of the 
public scandal of hospital waiting lists. In surgery 
there are four people waiting for every bed in the 
teaching hospitals in London and i 
ces. In gynecology the position is worse. There are 
nine patients waiting for every bed. Patients with 
nonurgent cases in all parts of the country must 
wait three to four years. One reason for this is 
miscalculations at the start of the National Health 
Service, but the planners are not the ones who must 
wait two or three years for an operation. It is the 


ordinary people. A motion urging prompt building 
of new hospitals was carried. 


Medicine’s Curtains of Mystery.—Dr. James Robert- 
son Justice, Rector of Edinburgh University, better 
. ps, in his role as a film actor, made a 
for the abolition of mystery in medicine when 
gave this year's Winchester address in June. He 
praised the “closed shop” in medicine insofar as it 
upheld the rigorous standards of conduct, but he 
felt that medicine, an empirical science, tended to 
be too esoteric, to share its mysteries only with the 
initiated, and to assume that it was bad for a pa- 
tient to know too much. This attitude was based on 
false premises. The speaker agreed that “popular 
medicine” was a horror to be avoided at all costs, 
but he believed that the medical profession should 
cease to take refuge behind the archaic curtains 
of mystery. People had come to take medicine for 
granted, and if this were to be corrected it would 
be necessary for physicians to take patients more 
completely into their . He objected not 
only to the conspiracy of silence but to the atti- 
tude that suffering was somehow linked with sin 
and that an ability to endure pain was a sign of 
merit. 


Action on Nazi Camp Doctor.—Action has been 
started to deprive Dr. Herta Oberheuser, former 
Nazi concentration camp physician, of her right to 
practice medicine at Stocksee, North Germany. 
This news was heard with satisfaction by the Brit- 
ish Medical Association at its annual meeting. 
Oberheuser was a fanatical young Nazi who vol- 
unteered for service at the notorious Ravensbruck 
concentration camp for women, where sadistic ex- 
periments were made on prisoners. When she and 
other physicians were tried at Nuremberg, in 1947, 
evidence was produced that she selected the victims 
and assisted in the experiments. She was sentenced 
to 20 years imprisonment but was released in 1952. 
She was treated as a returned prisoner-of-war. She 
received a payment and an interest-free loan to 
resume practice. Two other reinstated physicians 
were Hans Eisele, who was at Buchenwald camp, 
and Hans Bodo Gorgass, whose euthanasia experi- 
ments involved 1,000 victims in a mental hospital. 
The evil done in these camps has not ended. Even 
now many concentration camp survivors shrink 
from the simplest and kindest examinations. The 
opinion was expressed that it is our duty to protest 
that doctors such as those named should never be 
allowed to practice medicine again since what they 
have done is a violation of the very basis of medical 
practice. Although in Germany a doctor receives 
permission to practice from the state, which alone 
may take it away, in the Oberheuser case, the 
Chamber of Doctors of Schleswig-Holstein and the 
Federal Chamber of Doctors have both sought 
the withdrawal of Oberheuser’s right to practice. 
The Ministry of the Interior has started proceedings 
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better health than the typical American child. 

We need a particular type of fat in our diet, but 
the more we process food the less of it we get, be- 
cause processing destroys the essential unsaturated 
fatty acids. The Eskimo child naturally consumes 
large amounts of highly unsaturated fats of the right 
type; but we send a bus to take a child a quarter 
of a mile to school, where he is given large amounts 
of milk before he returns home to sit in front of 
a television set, perhaps smoking a cigarette. If he 
survives and gets into industry, he becomes less 
and less active as more and more machines do the 
work, again giving him more time to smoke. Dr. 
Sinclair does not believe that there is a direct 
connection between these degenerative diseases and 
smoking but that the associated lack of physical 
exercise and improper nutrition are the determining 

, 8 of whom died. Their average body temperature 
was 90 F (32 C), but one baby had a tempera- 
ture of 74 F (23 C) or 24 degrees (F) below nor- 
glowed. The condition occurred on the coldest days. 
Babies could die of the cold at a room temperature 
of 55 F. Bathing the baby in the winter is hazard- 
ous. The period of greatest _ ie 
the mother and father are 


98 
for such a withdrawal. The German medical profes- 
sion 


3 
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ative of her local medical council 
part of the accusations against her are true she 
should be considered unworthy to be a doctor. 
People at Stocksee, the village where she practices, 
however, are reported to regard her as a good doc- 
tor and are inclined to forget her past. 

the 


psychiatrists insisted that if patients were to be 
treated satisfactorily they must have freedom. In 
1948, the Criminal Justice Act transferred control 
of Broadmoor from the home office to the Ministry 
of Health. Behind the transfer was the enlightened 
policy of treating inmates as mental hospital pa- 
tients rather than criminals. One patient's main 
delight was smashing windows. Twenty years ago 
this would have cost him time in the security block 
from which Mitchell escaped, but when male nurses 
placed the window-breaker in a room with iron 
bars in front of the glass, a psychiatrist protested 
that the atmosphere was wrong. “If he wants to 
smash windows let him,” he ordered. “Glass is 
cheap. To restrict him will ruin his treatment.” 
Petty pilfering among patients, punishable in the 
old days by seclusion, is now a subject for talks 
between psychiatrists and patients. After the escape 
of child-killer, John Straffen, the Broadmoor In- 
quiry reported in June, 1952, that the two main 
functions of the committee are detention and treat- 
ment. At one time, detention was regarded as 
primary and treatment as secondary, but during 14 
years of management by the present medical super- 
intendent, Dr. Hopwood, more and better treatment 
has been made available for patients. The prison 
officers’ leaders now want control of the institutions 
given back to the home office. 


Moreover no other people remunerated from the public purse 
who received a pay increase of 5% in April and May 1957 
have yet received any further award. A further award to the 


in the general practice has been found, but the merit- 
worthy general practitioner, who undoubtedly does 
exist, is not without consolation. He is being paid 

keep his patients healthy. If he is more success- 
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Pay Increase to Physicians Refused.—The fight on 
pay between the government and the physicians 
be taken away from Dr. Oberheuser. flared up again at the annual meeting of the 
The B. M. A. meeting carried a motion express- British Medical Association in Birmingham. Cries 
ing deep distress that the German authorities per- of “Shame” greeted an announcement that the 
mitted Oberheuser’s reinstatement. A spokesman for Minister of Health had refused a further interim 
the Schleswig-Holstein Ministry of the Interior said increase for 40,000 family and hospital physicians 
that an investigation into the case began last year. in the National Health Service. The physicians 
It was not known when it would be completed. Dr. originally asked for a 24% increase, and when it 
Oberheuser will have to be heard was rejected they planned a phased withdrawal 
from the health service. The physicians were then 
awarded interim pay increases of 5 and 10%. When 
no further action was taken by the government by 
Easter, they claimed another interim increase to 
meet the further rise in the cost of living. The 
Minister's letter stated the following. 
The reasons why I am unable to agree that the circum- 
; stances warrant a further interim increase at the present 
criminally insane, Frank Mitchell, an inmate who time are broadly twofold. In the first place, although the 
boasted that no prison bars could keep him incar- Royal Commission are not yet ready to report, they are 
cerated, succeeded in making his escape and was at = 
liberty for two days. By so doing he placed in the risk of Sec Ge 
hands of the Prison Officers’ Association the strong- situation of the country at the present time must be taken 
est weapon it has had in a vear-old battle between into account. Circumstances since April and May ‘1957 to 
the nursing staffs of the institutions and the medical . | _ 
consultants. The battle has been fought round the 
following question: In the interests of the public and 
patients in the institutions, which patients should doctors might well lead to claims for increases in renunera- 19 
have priority, security, or mental treatment? The tion of an inflationary nature from others and it remains just V 
off as important as ever to secure stability in wages and salaries. 
a , Dr. Wand, Chairman of the B. M. A. Meeting, 
said: “Whenever we go to the Ministry the econom- 
ic situation is wrong. We are always told we have 
missed the boat. We are either too early or too late. 
This is the old story.” 
Merit Awards for General Practitioners.—In the 
supplement to the British Medical Journal of July 
12, Dr. J. F. Burdon, a general practitioner, said 
that recent suggestions that general practitioners 
should receive merit awards of the type given to 
some specialists prompt two questions. How is 
merit to be judged? And is it not already rewarded? 
No single satisfactory method of determining merit 
in cash. 
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THE DOCTOR'S PLACE IN PUBLIC AFFAIRS 


Mr. Speaker, under leave to extend my remarks 
in the Record, | include the following address given 
on June 12, 1958, at the commencement exercises 
of Jefferson Medical College in Philadelphia: 

President Kaufman, members of the graduating 
class, and of the faculty, alumni, and friends of 
Jefferson Medical College, it is indeed a great honor 
and privilege to be invited to speak at these com- 
mencement exercises today. 

No one ever worked harder to get his medical 
degree than I, and no one ever appreciated it more. 
Occasionally someone before introducing me to an 
audience will ask, “What shall I call you—Doctor? 
Congressman? Honorable? or what?” I usually re- 
ply, “Just call me Doctor. I earned that one, and 
I will have it after the others are gone.” 

You who have just received your doctor's degree 
will find that your alma mater has equipped you 
well with all that any medical school can give its 
students in scientific knowledge and technical skills. 
I have no concern regarding the excellence of your 
medical training, or the high quality of your pro- 
fessional abilities. If there is reason for concern, it 
is more likely to be with regard to the quality of 
your citizenship. For that must be of a higher order 
than my generation has demonstrated or there may 
not long be a society in which you will have oppor- 
tunity to use with success and satisfaction the 
knowledge and skills you have worked so long and 
hard to acquire here. 

Our profession is going through the latest of 
several transitions it has experienced in the last 
century. Originally, the doctor's main concern was 
with therapeutics. Since he didn't know too much 
about disease processes, it really amounted to treat- 
ment of symptoms. 

Then Loeffler discovered the bacillus 
and Koch the tubercle bacillus. Virchow and others 
began doing systematic autopsies systematically. It 
was proved that most symptoms were the result 
of demonstrable pathological processes in various 
organs. The doctor began to shift his attention from 
results to causes, from therapeutics to diagnosis, 
from symptomatology to etiology. 

This was the period in which I was trained al- 
most 40 years ago. It was called the era of thera- 
peutic nihilism. We concentrated our attention so 
much on the disease that we almost forgot the 


Then, with better understanding of how diseases 
were caused and communicated, a third emphasis 
naturally de d—preventive medicine. The 
good doctor had to be an expert not only with 
the stethoscope and the microscope, but with the 
immunizing needle. 

In more recent years there has been an increas- 
ing recognition of the effects of mind and emotions 
doctors who only took care of physiological proc- 
esses were losing too many patients to those who 
paid attention also to people's emotions, and gave 
them something to have faith in. Psychosomatic 
medicine belatedly came into its own. 

Now we have entered a fifth stage in this gradual 
met h the doctor must give more atten- 
tion to public affairs, or he will lose his professional 
freedom. During the depression of the 1930's, the 
hot war of the 1940's, and the cold war of the 1950’, 
our Government steadily expanded until it now 
reaches into everybody's life and everybody's pock- 
etbook almost every hour of every day. How and 
under what circumstances you are to practice medi- 
cine, what you are able to earn, how much of what 
you earn you are permitted to keep, and what you 
are able to do with what you retain, depend more 
than ever before on what happens in Washington. 

But what happens in Washington depends more 
than ever before on what happens in Algeria, or 


~ Venezuela, or Korea, or Lebanon. 


What happens in those places depends on what 
somebody decides in the Kremlin or Peiping. 

And what they decide in the Kremlin or Peiping 
depends to a greater degree than we realize, I think, 
on what we say and do here in the United States. 

Nobody needs to be apologetic about discussing 
political issues today. For unless we handle our 
domestic affairs in such ways as to maintain sound 
government, there is no gain—medical, social, or 
otherwise—that will long be worth much to any- 
body. 

And conceivably, we could solve all our domestic 
problems—we could have better medical care more 
equitably distributed; we could meet our housing 
needs, our education needs, and our old-age se- 
curity and labor-management problems—but unless 
we manage our political and economic relations 
with the rest of the world better than we have, so 
that we can prevent too frequent wars and too 
prolonged and exhausting expenditures for defense, 
none of the domestic gains can endure. 

Your generation of doctors must play a more ac- 
tive role in public affairs for at least three reasons: 


= 
Extension of remarks of Hon. Walter H. Judd of Minnesota in the 
House of Representatives, July 7, 1958. 


First, in order to ensure your future as doctors; 
to safeguard the conditions under which you can 
use to best advantage your knowledge of disease 
and your skill in helping the sick. What you are 
going to be permitted to do as medical men de- 
pends on what you do as citizens. 

Second, in order to work toward betterment of 
environmental conditions that affect adversely your 
patients. The man who comes to you with arthritis 
or hypertension frequently has something else 
wrong with him too. Perhaps he has a boy in Com- 
munist hands in East Germany; or his business is 
in trouble; or inflation is eating up his life's sav- 
ings; or he is apprehensive about atomic fallout 
and sputniks. He knows his country is in deep 
trouble. He has legitimate anxieties. If you are 
really going to help him with his ulcers, or his in- 
somnia, or his hyperthyroidism, you will have to 
pay more attention to the impact on him of his 
world environment, and get yourself into a posi- 
tion where you can influence that environment in 
the direction of conditions more favorable to your 
patient's well-being. 

Third, you have to pay more attention to public 
affairs in order to ensure your future as citizens. 
Before any of us are doctors, or businessmen, or 
lawyers, we are citizens of this Republic. All of us 
are, or will be, taxpayers. Most of us are parents. 
All of us are trustees of a great and noble heritage 
of freedom—trustees of a political and economic 
order which made it possible for even those of you 
who came from humblest circumstances, as did 1, 
to get the expensive education which we could 
never have dreamed of obtaining in most coun- 
tries of the world. 

What we know as doctors about the practice of 
medicine should and must influence our thinking 
and our activities as citizens. But our obligations 
as citizens must also influence our thinking and 
conduct as doctors. 

For example, doctors, almost to a man, are op- 
posed to socialized medicine—by which term I 
mean tax-supported medical services provided and 
operated by the Government. Most people, | fear, 
assume that we oppose socialized medicine because 
it would hurt the doctors. They think we are a 
closed-shop union that wants to have complete 
control of medical practice in order to promote 
our own selfish interests. We failed to show the 
public that our opposition to socialized medicine 
is not because it would hurt us, but because it 


hurt most doctors financially. The superior doctor 
can get ahead under any system. The poor or even 
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the average doctor would probably be about as 
well off financially under socialized medicine as 
under free competition. Furthermore, he wouldn't 
have to worry. He could get a fairly well-paid, Gov- 
ernment-supported job right after internship and 
continue in it for the rest of his life. 

So, it is not because we are doctors that we op- 
pose socialized medicine; it is because of what we 
know as doctors about the practice of medicine. 

The public has been taught to believe, by those 
who are more active in public affairs than we, that 
socialized medicine would give more and better 
medical care for less cost. Doctors know it would 
give less and poorer medical care for greater cost. 

Doctors know that there are at least three essen- 
tials to good medical practice, all of which would 
be lost under socialized medicine. 

First, the relationship between the patient and 
the doctor must be wholly voluntary on both sides. 
It has to be completely voluntary on the part of 
the patient, or she is not going to have full confi- 
dence in the doctor. It has to be completely volun- 
tary on the part of the doctor or his heart is not 
fully in it. Under government management the re- 
lationship cannot be wholly voluntary. It is the 
patient who will suffer, not the doctor. 

A second requirement is that there be complete 
privacy and no intermediary between the patient 
and the physician. When the doctor gets paid by 
the patient, the doctor works for the patient. When 
the doctor gets paid in part or whole by the gov- 
ernment, then little by little he comes to work for 
the government. Again, the doctor may be better 
off, but God help the patient. 

Under socialized medicine the government be- 
comes an intermediary in another sense. Since pub- 
lic money is involved, a succession of clerks has to 
go through the records to see if the doctor did any 
unnecessary tests that ran up the bill. Somebody 
in a government bureau has to decide whether the 
doctor's diagnosis and treatment, and therefore his 
charges, were proper. In order to do that, the gov- 
ernment employee has to read the patient's history. 
Most patients are not too eager to tell their doctor 
all the personal and private details that he needs 
to know in order to treat them properly, if the 
patient knows some bureaucrat is also going to be 
reading all those details. 

What kind of care will the patient get with both 
his doctor and the government managing his case? 

A third essential for good medical practice is 
that there be maximum incentives for the doctor 
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would hurt the public. 
As a matter of fact, socialized medicine wouldn't to do his best, to get ahead, constantly to improve 
himself. One such incentive is financial reward in 
ee accordance with his ability and his effort. In every 
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profession there are some individuals who have 
“self starters.” Regardless of financial compensa- 
tion or any other considerations, they give every- 
thing they have. But such persons are probably 
in the minority in our profession as in others. Most 
men work harder and do better if they believe that 
will get them ahead financially. 

Another major incentive is professional recogni- 
tion and advancement. You want the respect and 
confidence of your patients—and you will work 
hard to win it. But even more to be coveted is the 
respect of your colleagues. The most rewarding 
thing that can come to any one of you is to be 
known as a doctor's doctor. Some of you may be 
able to fool your patients with a high-powered 
personality and a smooth bedside manner; but you 
can't fool your colleagues. Other doctors will bring 
themselves or their relatives to you, only if you 
become really good. 

Both of these powerful incentives—fi ial re- 
ward and professional recognition—are largely 
killed under governmental management where pro- 
motions are made on the basis of seniority—or, as 
it is sometimes called in Washington, senility. 

What is necessary to get ahead under the bu- 
reaucratic system? The first essential is to live 
long enough. The second is to make no enemies. 
And what is necessary to make no enemies? The 
main requirement is not to have any new ideas. 
If it is a good idea, it makes your superior resent- 
ful—why didn’t he think of it first? And he holds 
up your promotion. If it is a bad idea’ that also 
reflects on him as your superior, and he holds up 
your promotion. So don't do your best to get ahead 
by hard work and creative effort—just conform. 
That is fatal in our profession as in every other. 

All these things that we know as doctors make 
us Oppose socialized medicine. But it is not enough 
for us to be right. We must tell and sell our rea- 
sons to the public far better than we have. We 
can't do that by just talking to each other at medi- 
cal meetings. We don't need to convince each other. 
We have to reach the public and the politicians, 
not to put something over on them, but to help 
them understand the situation so that no one else 
can put something over on them. 

But doctors must play an even larger role in 
public affairs. Who else can so well understand, 


For there is on this planet a conspiracy dedi- 
cated to our destruction. The heritage of freedom 
which enabled you to get where you are today, 
and will permit you to decide tomorrow where, 
how, and with whom you are to practice, and what 
organizations you are to join, ranging from medical 
societies to political parties—that heritage is under 
cold, determined, and increasingly successful at- 
tack on every front. 

You know that the thing that makes a cancer 
bad is not its size or its location; it is the lawless 
way it grows. In practically all respects, the Com- 
munist movement behaves like every other malig- 
nancy. It has rejected the normal laws of growth, 
and expands by lawlessly encroaching on tissues 
that don't belong to it. Sometimes it is by direct 
invasion of an adjacent organ or country like Fin- 
land, Korea, Hungary. Or it extends more stealthily 
by metastases into other organs, transplants of law- 
less cells working within other countries to dis- 
rupt their economy, subvert their thinking, weaken 
their institutions, in preparation for take-over. 

To deal successfully with the present malignant 
threat to our survival, how urgently our country 
needs the kind of mind which your medical col- 
lege has given you. 

First, the autopsy type of mind. You have been 
trained to study the mistakes of the past and admit 
them openly, in order to learn from them. The 
doctor does autopsies not to cover up, but to cor- 
rect. In government, the prevailing rule is not to 
correct, but to cover up. Every summit conference 
to which we have gone since World War I with- 
out careful and thorough agreement on essentials, 
in advance, has led to disaster. Yet how many peo- 
ple in public affairs today, without your kind of 
mind, are urging our government to try once more 
the same pattern that has always failed. 

We also need in public affairs more men with 
the biopsy type of mind. When you look through 
a microscope and see some abnormal cells that 
have broken through the basement membrane in 
violation of normal laws of growth, you don't say 
“Well, it's cancer all right, but it’s down in the big 
toe. Let's wait and see if it spreads.” You know 
it will spread unless you find ways to stop it at 
once and where it is. But during the last two dec- 
ades, how many among our people said, “Isn't it 
too bad what Hitler is doing to the Jews, or the 
Japanese are doing to the Chinese, or the Commu- 
nists are doing to the Hungarians? But after all 
those places are a long way off. Let's see if we 
can’t persuade the lawless elements to confine their 
efforts to the areas presently involved, and not 


spread to us.” 
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and contribute so much to helping other citizens 

understand, the malignant nature of the Commu- 

nist process which has spread its blight over one- 

third of the world and threatens the remainder, 

including our own free America. If we fail here, 

we fail everywhere. 
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tient’s complaint. If you overestimate it, you are 
guilty of nothing but a little undue caution. But 


Likewise, in the world struggle between lawless 
and law-ubiding forces, it would be an unforgiv- 
able mistike to fail to understand the malignant 
character of the Communist new growth—or to un- 
derestimate its strength, its determination, the dan- 
gerous inre ds which it has already made into the 
organs of our Nation and the thinking of our peo- 
ple, without their realizing it. We must not make 
tiut mistake ourselves—ind it is our duty not to 
let our fellow citizens make it. Please God, we will 
all wake up to the seriousness of the threat before 
it is too Late. 

But there is another mistake we must avoid: We 
must not underestimate the strength of our own 
philosophy and faith—the basic soundness of the 
American system and its attraction and appeal to 
the oppressed millions of the earth. 

What the world generally wants most from the 
United States is our wealth, our goods, our tools. 
But those are not what it needs most—for those are 
all results. What the world needs most from us is 
the secret that produced those results. 

The secret of our wealth is an economic system 
which provides opportunity and incentive for men 
to get ahead, to create, to produce, to expand. 

That economic system came from a_ political 
philosophy—the right of the individual. 

That political philosophy, in turn, came from a 
religious faith—which put first the dignity and 
worth of every human being as a child of God. 

We will not succeed in preserving the material 
results unless we revitalize and strengthen the 
spiritual roots from which they came. 
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In short, we shall have to demonstrate as strong 
and deep a faith in our faith as the Communists 
have in theirs—and we shall have to work as hard 
and as skillfully to spread the truth as they work 
to spread their falsehoods. 

We must work both as individuals and as mem- 
bers of groups which we join and support because 
they are dedicated to the causes in which we be- 
lieve—religious groups, civic groups, political groups. 

So often one finds doctors unwilling or too pre- 
occupied to work in political organizations. Yet if 
you are to expend your influence in public affairs, 
you must participate in politics, for politics deter- 
mines government—and government today deter- 
mines the conditions of your lives. 

Therefore, join up with the political party that 
you think is nearest right on the most important 
issues. You won't agree with it on everything, any 
more than you agree on every issue with your fra- 
ternity, or your medical society, or even with your 
wife. But you don't pull out of those associations 
whenever you disagree. Rather, you try to move 
them in the direction you believe is right. 

Just so, associate yourself with the party with 
whose principles and programs you find yourself 
in closest agreement, and work in and through it 
to select, and then to elect, good men and women 
to public office at every level of government. 

In addition, more doctors have to be willing to 
be candidates for public office. That's tough, I can 
testify. But both patriotism and good sense require 
that all of, our citizens, no matter how specialized 
their training, be willing to sacrifice their careers 
to go into public service in peacetime, just as their 
sons are calied upon to sacrifice their careers to 
go into the armed services in wartime. 

Only as we do these things—not just discuss 
them, but act—will there be hope. The most won- 
derful thing about our country, the thing which 
we must preserve at all costs, is the privilege we 
have of changing the things we don't like. Thank 
God our system is such that whenever conditions 
are bad, or don't meet our standards, we can cor- 
rect them—if we will work in public affairs. 

The way to begin is with ideas and principles, 
then get persons and parties committed to them, 
translate them into programs, and put them into 
practice. 

Please don’t think | am trying to lecture you 
today or imagine I have all the answers. Rather | 
am appealing to you for help. This world patient 


The doctor knows that in dealing with a malig- 
nant process, there can be no end to the struggle 
until one or the other prevails. That does not mean 
that we must drop bombs on it. It does mean that 
as a minimum we have to get and keep it isolated 
by cutting off its sources of supply, and its means 
of communicating its lawless cells to other areas. 
It means we must prevent its winning new vic- 
tories, such as expanded trade or being received 
into respectable society, or diplomatic recognition 
would be. 
While fighting the malignant process, the doctor 
knows that he must also build up the strength and 
health of the parts—the countries and the peoples— 
that are still free. We can't win by just outwaiting 
the enemy; we must outwork him. 
forgivable mistake for a physician to make is to 
underestimate the possible seriousness of a pa- 
if you underestimate it, the patient may be dead. 
The mistake is unforgivable because it is irretriev- 
able. 
19 
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is too sick to be cured without the intelligent and 
dedicated effort of all of us. It particularly needs 
the leadership of men and women who have the 
qualities of mind and heart of the good physician. 
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The tests ahead will be harder than those you 
have just completed. But who is so well equipped 
to mold the attitudes and actions of our people as 
you who leave the classrooms and clinics of his- 
toric Jefferson Medical College today to take up 
your roles throughout our land as doctors, as citi- 
zens, as trustees—strong, well trained, confident, 
competent. 

I congratulate you, your families, the commu- 
nities into which you go—and our country. 


THE LEISURE CORNER 


hind the wheel of their cars. Few, however, will 
say that they regard driving, in its routine everyday 
sense, as a pleasure. Vacation driving is something 
else. Like everyone else, the doctor looks forward 
to the temporary escape from professional problems 
and personal vexations, and, although it adds to 
the already abundant mileage recorded on the 

er, one might advance the proposition 
that vacation driving can be fun. Whatever its other 
consequences, the automobile has enabled us to 
see, in a short period of time, many scenic wonders 
an earlier generation could not know. Can driving 
be anything but a pleasure as one motors down 
route 20 in upstate New York and looks out over 
the green expanse of the Mohawk Valley? Or per- 
haps the physician will find himself this summer on 
the picturesque coastal road that links Los Angeles 
with San Francisco. There, to his left, overlooking 
the Pacific, he will see the jagged cliffs of Monterey 
Peninsula and, to his right, the breath-taking sight 
of multicolored flowers growing wild along the road; 
yet, it is the rare motorist who regards all vacation 
driving as fun and frolic. 

There is the ubiquitous careless driver, darting 
from lane to lane without bothering to use hand 
signals and the highway jam-up in which one 
inches along bumper-to-bumper, threatened 


ing driving fatigue. A common cause of accidents, 
fatigue is one of our most subtle highway killers. 
Ask a physician what he would do if he felt listless 
while driving, and chances are he would say that 
he would pull over and rest, but put the same doc- 
tor to the test on the highway, and, more often than 
not, he becomes the “average” motorist, eager to 
“get there” and willing to exceed his physical en- 
durance to do so. He will succumb to the dubious 
lure of roadside hot-dog stands in a way that would 
arouse his fury if one of his patients showed the 
same lack of “moderation.” Fatigue, a symptom the 
average physician encounters every day, has also 
engaged the attention of other groups. Reports by 
the Eno Foundation, the American Automobile 


dents. Experiments at Cornell University focused 
on the special question of proper seating. They 
revealed the importance of sufficient elevation to 
give the driver a proper command of the road. 
Another study on seating conducted by the 
Market Forge Company of Everett, Mass., un- 
covered the fact that drivers who were given auto- 
mobile seats designed for postural support were 
much less fatigued after sitting at the wheel for a 
number of hours than drivers using the accustomed 
deep soft seats put out in Detroit. On the basis of 
this study a posturally correct automobile back-aide 
with adjustments to fit it to individual body con- 
tours has been produced. As already suggested, 
periodic rest, proper diet, and correct seating are 
methods of counteracting driving fatigue that are 
well known to doctors, but there are other less 
techniques for avoiding the fatigue hazard. 
g a great wad of gum, for example, may 
seem a bit indelicate to one’s vacation companions, 
but truckers and taxi drivers find that it’s an inex- 
pensive antidote. The fatigue induced by “highway 
hypnosis,” the special bane of superhighway motor- 
ists, can also be controlled. commer- 
cial drivers recommend moving one’s eyes about 
often instead of keeping them in a fixed stare. This 
requires a concentrated effort which militates 
against fatigue. 


pastime of singing to keep drowsiness at bay. 
lost art of conversation might also be dusted 
both for its inherent value and for its special 
fit in keeping the vacation traveler alert. 

million Americans who are driving 


this a fair percenta 
doctors. Those who seek out the 
the 
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Association, and the U. S. Public Health Service 
MOTORING have all confirmed its importance in highway acci- 
Doctors, particularly those in nonmetropolitan 
areas, often spend as much as half their time be- 
hissing radiator; and who has not, at one time or 
other, joined with Ogden Nash to lament: “I think 
that I shall never see a billboard lovely as a tree. 
Indeed, unless the billboards fall, I'll never see a 
tree at all.” 
There is another possible deterrent to pleasurable 
driving which is too often overlooked, and doctors, 
strangely enough, are as derelict about it as the 
next man. Like the shoemaker’s daughter wearing 
the worst possible shoes, doctors often tend to 
forget the elementary principles involved in lessen- 
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Rheumatic Carditis Following Commissurotomy 
for Mitral Stenosis. |. S. Golubev. Klin. med. 39: 
73-79 (May) 1958 (In Russian) [Moscow]. 


The author reports a follow-up on 27 patients 
who were operated on for mitral stenosis of rheu- 
matic origin. The period of observation varied from 
6 to 26 months. Active rheumatic carditis before 
the commissurotomy was suspected in 2 patients. 
The rest of the patients presented no signs of active 
theumatic process. Histological studies of tissue 
from the left auricle, however, revealed in 13 pa- 
tients the presence of fresh Aschoff nodules. Ap- 
parently, rheumatic carditis in 11 patients was un- 
detected. The operation caused exacerbation of the 
carditis in 2 patients in whom the rheumatic process 
manifested itself in a definite clinical picture. None 
of the paticnts who were operated on developed 
recurrence of the mitral stenosis. The postoperative 
course of patients with active, but not detected, 
rheumatic carditis was not worse than that of pa- 
tients who did not have signs of active rheumatic 
carditis. The operation of commissurotomy resulted 
in pronounced improvement in 28 patients. In this 
group there were 11] patients with undetected rheu- 
matic carditis. 


Studies on Influenza: Experience with the Far East 
Strain. E. De Maeyer, P. Denys and P. De Somer. 
Acta clin. belg. 13:109-124 (March-April) 1958 (In 
French) [Brussels]. 


At regular intervals new strains of type A influ- 
enza virus, immunologically distinct from the pre- 
vious ones, strike unprotected populations. This 
past vear a new strain—the Far East strain—ap- 
peared, which rapidly invaded the whole world. 
After a general survey of influenza, the authors 
present their experience with the type A/Singa- 
pore/1/57 virus. 1. The inoculation of material 


and 
hemagglutination-inhibition tests. A significant rise 
in the antibody levels was generally noted in con- 
valescent individuals. Hemagglutination-inhibition 
antibodies attained a mean titer of 1:320 between 
the second and the third week after the beginning 
of the disease. This titer was lowered to 1:80 after 
the 10th week. 3. An experimental vaccine was 
prepared on chicken embryos. The virus was pre- 
cipitated by the addition of protamine sulfate. The 
virus-sulfate mixture was washed several times, 
suspended in a phosphate-buffered solution, and 
finally inactivated by formol. The titer of this vac- 
cine was 1:320, and its nitrogen content was 50 mg. 
per liter. 4. When it was administered to 1,000 
individuals, the vaccine caused mild allergic reac- 
tions in 5% of the patients. Determinations of anti- 
body levels were made 8 or 9 days after vaccination. 
By mixing different dilutions of serum with dif- 
ferent dilutions of virus, it was shown that the 
complement fixators were parallel to the neutraliz- 
ing antibodies. These mixtures were inoculated in 
the allantoid cavity of chicken embryos. The serum 
of vaccinated subjects gave a protection as good as 
that given by the serum of convalescents. 


Osmotic Diuretic Treatment of Refractory Edema. 
L. M. Bernstein, B. Blumberg and M. C. Arkin. 
Circulation 17:1013-1020 (June) 1958 [New York]. 


Six patients with refractory edema, caused in 2 
by congestive cardiac failure, in 2 by nephrosis, and 
in 2 by cirrhosis, were given intravenous injections 
of large doses of mannitol to test the effectiveness 


per day and water up to 8,685 cc. per day and in 


104 

ee the isolation of the virus in 12 out of 14 patients. 

Between the 5th and 10th days of illness the isola- 

tion was successful in only 1 patient out of 4. 

Several successive fatal cases were observed. In 1 

patient with influenzal encephalitis the virus was 

isolated from the autopsy material. This could in- 

dicate the acquisition of neurotropic properties by 

the influenza virus. 2. The evolution of the antibody 

19 
Vv. 

obtained at the beginning of the disease permitted ee 

ome 4 of osmotic diuretics in edema refractory to other 

The place of publication of the periodicals appears in brackets pre- diuretic therapy. The drug was given in doses vary- 

| ing between 100 and 475 Gm. in 8 hours. Whatever 

the previous levels of sodium, chloride, and water 

sation and by individush in continental United States or Canada whe excretion, the administration of mannitol markedly 

"Medica! increased those levels of excretion. Combined ad- 

ministration of mercaptomerin (Thiomerin) and 

stamps for cach item. Only three periadicals may te borrowed at one mannitol was much more effective than either alone 

one ean in increasing excretion of sodium up to 660 mEq. 

but can be supplied on purchase order. Reprints as a rule are the 

as < author and can be obtained for permanent possession only causing weight ( ) whet! the ed 
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_ was of renal, cardiac, or hepatic origin. Weight 
losses which were negligible to very large occurred. 
being determined by both excretion and simultane- 
ous intake. Diuretic were not necessarily 
accompanied by clinical benefit. The excretions 
were not accompanied by clinically significant al- 
terations in serum electrolyte concentrations. 
These data demonstrate conclusively the ability 
of an osmotic diuretic to markedly increase the 
urinary excretion of water, sodium, and chloride in 
patients with refractory edema. The increased effec- 
tiveness of the combination of an osmotic and a 
mercurial diuretic probably can be explained by 
their known different actions. Mannitol, by its 
water-retaining and sodium-diluting action, de- 
creases the numbers of sodium-absorbing sites of 
the tubular cells that are exposed to sodium; mer- 
captomerin reduces the avidity of each of these 
decreased numbers of sites for sodium 
* The combined effects result in great proximal tub- 
ular rejection of sodium and accompanying anions. 
The mannitol infusion caused pulmonary edema 
during the osmotic diuresis in the 2 patients with 
cardiac edema; this hazard must be recognized, 
and it may be minimized by use of adequate doses 
of urea or other osmotic diuretics that are dis- 
tributed throughout body water rather than extra- 
cellular fluid alone. Marked diuresis was followed 
by early signs of central nervous system symptoms 
of hepatic insufficiency in 1 of the patients with 
cirrhosis. In 1 patient with Laennec’s cirrhosis and 
in 1 with the nephrotic syndrome of lupus ery- 
thematosus, diuresis failed to occur because of both 
inadequate dosage and markedly reduced filtration 
rates. The clinical value of osmotic diuretics must 
be determined by additional studies. The use of 
(physical) osmotic diuretics in large adequate doses 
in combination with (metabolic) tubular-cell so- 
dium-resorption blocking diuretics should be con- 
sidered when edema states are refractory to all 
other diuretic therapy. 


Hypoxia of Abnormal Physiologic Origin as the 
Final Common Pathway in Gastroduodenal Ulcer 
Genesis. E. D. Palmer and J. L. Sherman Jr. A. M. A. 
— Int. Med. 101:1106-1117 (June) 1958 [Chi- 
cago 


The anatomy, physiology, pharmacology, and 
pathology of the gastroduodenal arteriovenous 
shunt system are reviewed in the discussion of 
hypoxia as the final common pathway in gastro- 
duodenal ulcer genesis. The discovery of the gas- 
troduodenal shunt system proffers an explanation 
for local hypoxia and tissue necrosis which has a 
physiological basis and is an explanation that does 
not depend on an already existing pathological 
process in the gastroduodenal wall. It is now pos- 
sible to satisfy one of the most important criteria 


for any satisfactory theory of ulcer genesis, that the 
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mechanism must permit the crater to be the result 
of an abnormal functional activity. The crater is 
merely a local manifestation of a systemic psycho- 
visceral process, and in observing the great inci- 
dence of ulcer and the notable propensity of the 
lesion to repeat over and over the cycle of healing 
and breakdown, one becomes convinced that the 
final common pathway is a physiological process 
gone wrong. Vascular theories of ulcer etiology are 
very old, but until the native arteriovenous shunts 
were discovered, no reasonable mechanism could 
be postulated which could meet the most basic of 
the criteria for a proper etiological explanation, 
that the crater could form as a result of a physi- 
ological, not a pathological, excess or deficiency. It 
is proposed that the shunt mechanism, probably 
through induction of mucosal plethora rather than 
ischemia, supplies a reasonable explanation for 
hypoxia depression of mucosal vitality, the first 
step in crater formation. 


Fulminating Post-Influenzal Pneumonias. H. A. 
Buechner, J. Thompson and W. H. Mosby. J. Louisi- 
ana M. Soc. 110:184-191 (June) 1958 [New Orleans]. 


During the last 5 months of 1957, 100 patients 
were treated for pneumonia, exclusive of those 
patients in whom pneumonia was considered to be 
a terminal event in the course of some other fatal 
disease. The average mortality rate from pneu- 
monia in the 3 previous years was 8%, while in 
1957 the rate rose sharply to 22%. The increased 
incidence and the unusual severity of these cases 
were directly related to influenza, since 54 of the 
100 patients gave a recent prior history of “flu” or 
a “flu-like” illness. The Asian strain of type A in- 
ee Sees in 3 of the patients, and 

the hemagglutination-inhibition antibody titer was 
significantly elevated in 2 others. Twenty-four pa- 
tients had pneumococcic pneumonia, 12 had staphy- 
ic pneumonia, and 6 had pneumonia due to 
Klebsiella pneumonia. The specific etiological agent 
could not be positively identified in the remaining 
cases, although Pseudomonas aeruginosa, Aero- 
bacter aerogenes, Escherichia coli, and beta-hemo- 
lytic streptococci were suspected as representing 
the causative organism. The incidence of Fried- 
lander’s pneumonia and pneumococcic pneumonia 
was similar to that recorded for the year 1955. 
There was a decided increase in the incidence of 
cases of staphylococcic pneumonia over previous 
years. Staphylococci were further identified in 
mixed flora in 38 of the cases in which the specific 
etiology could not be determined. A history of 
influenza was disclosed in 17 of the 22 deaths re- 
corded, although the Far East strain was isolated 
in only 2 instances. Nine patients died of _staphy- 


Cc phe a, OF Friedianders pneu- 
monia, and 1 died of pneumococcic pneumonia; 

ES §— the exact type of pneumonia was unidentified in 
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the remaining 11 patients. In those instances in 
which sensitivity studies were accomplished, the 
organisms were found to be highly resistant to all 
the available antibiotics. The fulminant nature of 
these pneumonias is attested by the fact that 4 
patients died in less than 24 hours after admission, 
15 died in less than 5 days, and the average dura- 
tion of life after admission was 7.5 days. The most 
common bacterial pathogen was staphylococcus 
pyogenes var. aureus, which accounted for one- 
third of the deaths. Most of the deaths occurred in 
the 41-to-75 age group, only 2 deaths occurring in 

than 40 years old. All save 2 patients 
in this series were reported as suffering from some 
type of chronic disease. Those patients with the 
severest infections tended to exhibit leukopenia, 
and a few showed neutropenia, while leukocytosis 
was an uncommon occurrence. Leukopenia in the 
presence of these severe infections is regarded as 


an ominous prognostic sign. 
Acute Benign Pericarditis: of Two Cases 
Associated with A and Group B Coxsackie 


Viruses. E. R. Movitt, E. H. Lennette, J. F. Man- 
gum and others. New England J. Med. 258:1082- 
1086 (May 29) 1958 [Boston]. 


The association of “idiopathic” or acute benign 
pericarditis with diseases of known viral etiology 
has led to the suspicion that at least some cases of 
pericarditis may be of viral origin. This suspicion 
was suggested by recent reports, in which Cox- 
sackie viruses were linked to several cases of acute 
myocarditis. The authors present 2 patients with 
pericarditis who were found to have infection due 
to a Coxsackie virus. The patients were men, aged 
22 and 72 years respectively. Both patients showed 
a clinical picture that is usually recognized as the 
so-called benign or idiopathic pericarditis. In case 
1 a Coxsackie virus identified as group B, type 3, 
was isolated from the stool, and a rise in neutraliz- 
ing antibodies was demonstrable in the patient's 
serum against this type of virus. In case 2 a Cox- 
sackie virus identified as group A, type 1, was 
recovered from the stool, and a rise in neutralizing 
antibodies against this particular virus type was 
also demonstrable. 

Although a rise in antibody level to the infecting 
virus type was demonstrable in both patients, in 
neither was the rise of the magnitude generally 
regarded as “diagnostically significant.” The “acute- 
phase” blood specimens in both patients already 

comparatively high levels of neutralizing 
antibodies—that is, if the “acute-phase” specimen 
had been obtained earlier in the disease, a much 
greater rise in antibody titer during the course of 
the illness would most probably have been demon- 
strable. The fact that a Coxsackie virus was isolated 
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infecting virus type was demonstrable, is inter- 
preted as evidence incriminating Coxsackie viruses 
of group B, type 3, and group A, type 1, as the 
etiological agents responsible for the pe 

in the respective patients. Although the Coxsackie 
viruses enjoy an ubiquitous distribution and not 
infrequently can be recovered from persons with- 
out evidence of illness, there is ample evidence that 
these viruses have an etiological role in human 
disease. Additional etiological studies, however, 
will be required to indict, definitively and unequiv- 
ocally, the Coxsackie viruses as incitants of acute 
benign pericarditis. 


The Clinical Significance of Serum Cyanocohala- 
min (Vitamin B,.) in Liver Disease. M. Rachmile- 
witz, J. Aronovitch and N. Grossowicz. A. M. A. 
eon Int. Med. 101:1118-1128 (June) 1958 [Chi- 
cago}. 


In this series the serum in values 
were correlated with the common liver-function 
tests and particularly with the degree and duration 
of bilirubinemia, where it appeared that the estima- 
tion of serum cyanocobalamin might serve as an 
early and sensitive test for differentiating the vari- 
ous types of jaundice. There were 37 patients with 
viral hepatitis, comprising a heterogeneous group 
of adult immigrants from Israel with poor nutri- 
tional backgrounds, 1 patient with acute yellow 
atrophy of the liver due to phosphorus poisoning, 
and 14 patients with portal cirrhosis, 5 of whom 
showed clinical and laboratory signs of active 
— Six patients were in the advanced stage 

of portal cirrhosis in decompensation, the remain- 
ing 3 having a compensated portal cirrhosis. The 
total serum cyanocobalamin value was estimated 
by the modified Escherichia coli assay. 

In patients with acute viral hepatitis there was 
no definite correlation between the high initial 
serum cyanocobalamin values and the degree of 
bilirubinemia, as concentrations of cyanocobalamin 
10-to-20-fold greater than normal were associated 
with moderately elevated serum bilirubin concen- 
trations, while only moderate elevations of serum 

cyanocobalamin levels were found in patients with 
aa bilirubinemia. An exceptionally high serum 
cyanocobalamin concentration was found in a fatal 
case of acute yellow atrophy of the liver due to 

poisoning. Five patients with portal 
cirrhosis, showing findings of active hepatitis mani- 
fested by jaundice and severely altered hepato- 
cellular liver function, had markedly elevated cy- 
anocobalamin values. The 6 patients with advanced 
portal cirrhosis, who had clinical signs of portal 
hypertension but no evidence of active hepatitis, 
had cyanocobalamin values lower than those in 
the previous groups. Normal cyanocobalamin values 
were found in the remaining 3 patients with com- 
pensated portal cirrhosis, while higher values were 


1 
from these patients, together with the fact that 
some increase in neutralizing antibody levels to the 
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demonstrated in 5 of the 6 patients with biliary 
cirrhosis who were all jaundiced, were in the ad- 
vanced stage of the disease, and showed laboratory 
evidence of hepatocellular damage. The remaining 
patient in this group who was not jaundiced and 
showed no evidence of hepatocellular damage had 
normal cyanocobalamin values on 2 examinations. 
In patients with jaundice due to bile-stone obstruc- 
tion with evidence of ascending cholangitis, the 
cyanocobalamin values ranged from 160 to 725 
micromicrograms per milliliter, the higher value 
being found in a patient with carcinoma of the head 
of the pancreas. Two patients with chlorpromazine- 
induced jaundice, in whom the clinical and labora- 
tory manifestations were characteristic of obstruc- 
tive jaundice with hepatocellular damage, had 
normal serum cyanocobalamin values. 


Chlorpromazine Jaundice: Clinical Course, Hepatic- 
Function Tests, and Pathologic Findings—Summary 
of Twenty Cases. W. F. Gebhart, R. A. Van Om- 
men, L. J. McCormack and C. H. Brown. A. M. A. 
ee Int. Med. 101:1085-1093 (June) 1958 [Chi- 
cago]. 


The incidence of jaundice in patients treated 
with chlorpromazine has been reported to be as 
low as 0.2% and as high as 5%. The resulting 
liver disease is regarded as a benign and self-limit- 
ing condition that can be relieved merely by with- 
drawing the drug, although in some instances the 
duration of jaundice and of abnormal results of 
liver-function studies may be protracted. Concomi- 
tantly, there may then develop extreme changes 
in lipid metabolism, which, in turn, are capable . 
producing h cholesteremic cirrhosis, 
primary biliary cirrhosis. The mechanisms by which 
chlorpromazine produces a rather specific type of 
liver disease are not known, notwithstanding the 
resemblance in the liver to those changes caused 
by arsphenamine, thiouracil, methyltestosterone, 
and substances of similar chemical structure. The 
major feature of this entity is an intrahepatic ob- 
struction to the flow of bile 

The likeliest explanation for chlorpromazine- 
induced jaundice would seem to be on the basis of 
an allergic mechanism, which results eventually in 
intrahepatic cholestasis and bile-plugging. This 
explanation is supported by the presence of a 
latent period between the institution of therapy 
and the appearance of clinical jaundice or changes 
in the results of hepatic-function tests, or both. The 
not infrequent occurrence of a peripheral eosino- 
philia and of the periportal eosinophilic filtrate 
noted on biopsy lends favor to the possibility of an 
allergic mechanism. Shay and Siplet in careful 
studies on 47 patients treated with chlorpromazine 
found the serum alkaline phosphatase determina- 
tion to be the most sensitive means of detecting 


early sensitivity reactions to chlorpromazine. 


Tv enty cases of chl ine-induced disease 
of the liver have been studied in which the daily 
patient dosage ranged from 30 to 150 mg. Seven- 
teen patients received 75 mg. or less. The duration 
of administration of the drug ranged from 2 to 28 
days, 8 patients having received the drug for less 
than 20 days, 9 having received it for 20 to 30 days, 
and 3 having received it for 42, 49, and 58 days 
respectively. In most of the patients, none of whom 
were known to have previously had liver disease, 
jaundice developed between 2 and 4 weeks after 
administration. Fourteen of these patients exhibited 
an “influenza-like” syndrome, with chills, varying 
degrees of fever, malaise, nausea, and generalized 
muscular aching prior to the onset of jaundice. 
Coincident with, or shortly thereafter, 16 patients 

a moderate-to-severe degree of gen- 
eralized pruritus. Eleven of the patients reported 
some degree of right upper quadrant pain or epi- 
gastric abdominal distress, although none described 
the “classic” pain of biliary colic. A relative eosino- 
phil count of greater than 8% was found in 8 
patients, the highest noted being 30%. Repeated 

phalin-cholesterol flocculation tests in 19 pa- 
tients were re negative, the zinc sulfate turbidity test 
was normal in all 10 patients in whom the test was 
utilized, and the thymol turbidity test yielded 
slightly elevated values in 6 of 20 patients studied. 
Total serum protein, serum albumin, and serum 
globulin determinations obtained in all patients 
were normal in 17 patients, 3 of them exhibiting 
slight reversal of the albumin-globulin ratio. The 
duration of jaundice and of abnormal results of 
hepatic-function studies varied in length from 8 
days to 10 months (2 cases). 

Insofar as liver-cell morphology is concerned, the 
absence of necrosis is 1 of the major features in 
differentiating chlorpromazine jaundice from viral 
hepatitis, necrosis having occurred in only 1 of the 
15 patients evaluated. The absence of bile in the 
large ducts—found in all of the patients—is the major 
differentiating factor between chlorpromazine-in- 
duced liver disease and obstructive jaundice of 
large bile duct origin. Capillary bile thrombi were 
found among the liver-cell cords in all specimens, 
although bile duct proliferation of small hepatic 
ducts of small degree was found in only 3 speci- 
mens. Treatment in all 20 patients was the same 
as that administered for cirrhosis: high-carbohy- 
drate and high-protein diet, bed rest, and large 
doses of supplemental vitamins, especially the B 
complex. Steroid therapy was found to be ineffec- 
tive in 5 patients. Although it is difficult to evaluate 
the effectiveness of this therapy in the 20 patients, 
it is believed that treatment of this condition should 
parallel that of hepatitis, as it should at least 
minimize damage to the liver from the obstructive 
jaundice itself. 
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Hemopancytopenic Medullary Erythroblastomato- 
sis. G. Paniagua, J. Sanchez Fayos and H. Oliva. 
Rev. clin. espafi. 68:356-362 (March 31) 1958 (In 
Spanish) [Madrid]. 


Hemopancytopenic medullary erythroblastoma- 
tosis is extremely rare. Rohr described a case under 
the term “diffuse medullary erythroblastoma.” The 
case reported by the authors is the second in the 
literature. A man, 47 vears old, reported to the hos- 
pital, complaining of gastric disorders and of having 
had for the last 2 months asthenia and rapid loss of 
weight. Examination of the peripheral blood 
showed a picture of pancytopenia, hypochromic 
anemia, and erythromegaloblastemia. The bone 
marrow obtained by sternal puncture showed eryth- 
ropoietic hyperplasia with a pronounced prolif- 
eration of erythrogigantoblasts approaching the 
type of neoplastic cells. Therapy with liver extracts, 
vitamin B,.. iron, and blood transfusions was in- 
effective. The patient rapidly grew worse and died 
in 3 months. The disease is a malignant form of 
idiopathic erythremic myelosis with exclusive med- 
ullary localization, which interferes with normal 
hematopoiesis and which is entirely different from 
erythroleukosis and from either symptomatic or 
primary chronic leukoerythroblastosis. 


Nonsyphilitic Interstitial Keratitis and Bilateral 
Deafness (Cogan’s Associated with Car- 
diovascular Disease. B. Eisenstein and M. Tauben- 
haus. New England J. Med. 258:1074-1079 (May 29) 
1958 [Boston]. 


Nonsyphilitic interstitial keratitis with vestibulo- 
auditory symptoms was first recognized as a clinical 
entity by Cogan in 1945. This syndrome usually 
occurs in young adults and is of sudden onset, 
initiating with either the ocular or the aural mani- 
festations. The vestibuloauditory symptoms are 
similar to those seen in Méniére’s syndrome and 
consist of sudden onset of vertigo, tinnitus, nausea, 
vomiting, and rapid development of deafness. With 
the appearance of deafness, which is often com- 
plete, the vestibular symptoms subside. The ocular 
findings are often much less dramatic, and the date 
of onset may be established only in retrospect. The 
patient may have lacrimation, sensation of a foreign 
body present, blurring of vision, and 
spasm. Of great interest is the association of this 
syndrome with systemic disease, in particular of the 
cardiovascular apparatus. 

The authors present the histories of 3 patients 
with Cogan’s syndrome, who were observed at the 
Michael Reese Hospital in Chicago in recent years. 
In the first patient an aortic insufficiency due to a 
valvulitis developed after the onset of the eye-and- 
ear symptoms. The valvulitis led to valvular aneu- 
rysm formation, perforation of an aortic cusp, 
congestive heart failure, and death. Autopsy re- 
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-ealed a healed endocarditis, with unusual fibrinoid 
deceneration of the aortic valves, as well as arteritic 
changes in the small branches of the coronary 
arteries that had led to multiple small infarctions 
of the myocardium. The history of the second 
patient had been described previously by Oliner 
and co-workers, and the account given here was a 
7-vear follow-up study. In this patient the vestibulo- 
auditory and corneal involvement was followed by 
an extensive necrotizing angiitis, which subsided 
after a stormy course and left no apparent residual 
damage to the cardiovascular system. The history 
of the third patient is of interest, because an inter- 
val of almost 2 vears elapsed between the onset of 
the keratitis and the auditory symptoms. Except 
for undiagnosed transient pulmonary findings, no 
systemic manifestations could be proved. Review- 
ing the literature, the authors call attention to the 
frequency of cardiovascular disease, which suggests 
that Cogan’s syndrome may represent a part of a 
more generalized disease in which the heart and 
the small vessels may become involved. 


Pulmonary Hypertrophic Osteoarthropathy (Peri- 
ostitis): Its Absence in Pulmonary Tuberculosis. 
A. B. Skorneck and L. B. Ginsburg. New England 
J. Med. 258:1079-1082 (May 29) 1958 [Boston]. 


Clubbing and hy osteoarthropathy 
usually reflect disease in the lungs. Under some 
concepts of etiology, the osteoarthropathy — is 
regarded as simply an advanced response of tissue 
to the same stimulus that causes clubbing. This 
“unified” theory has tended to obscure real 
differences between clubbing and hypertrophic 
osteoarthropathy. The authors apply the term “pul- 
monary hypertrophic osteoarthropathy” to the 

lly demonstrable changes of 
bone and soft tissue that occur in association with, 
or as a result of, pulmonary disease. These changes 
are distinct from the physical findings of clubbing, 
a term that should apply only to the soft-tissue and 
nail alterations in the fingers and toes. Clubbing is 
frequently observed in patients with many varieties 
of pulmonary disease and is occasionally found in 
other chronic states not related to primary lung 
disorders. It rarely produces symptoms and _ is 
usually discovered on routine physical examination. 
Pulmonary osteoarthropathy, on the other hand, 
may cause symptoms ranging from mild aches to 
severe pains in the region of the affected bones and 
nearby joints; it is not detected unless it is sympto- 
matic, and the examining physician is then curious 
enough to obtain roentgenograms of the affected 


part. 

If pulmonary oste y were simply a 
more advanced stage of the same process that 
causes clubbing, one would expect that among 
tuberculous patients with advanced disease 


pronounced clubbing the roentgenographic fea- 


1° 
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tures of pulmonary osteoarthropathy would be 
manifested at least occasionally. Roentgenograms 
were made of the hands, including the distal part 
of the radius and ulna, in every patient admitted 
to the tuberculosis building of the West Haven 
(Conn.) Veterans Administration Hospital. Over a 
period of 3 years, 390 newly admitted patients were 
examined. It was found that no patient with active 
tuberculosis had pulmonary hypertrophic osteo- 
arthropathy. Three cases of pulmonary osteoar- 
thropathy were uncovered incidentally during this 
period of observation among a number of patients 
who were admitted to the hospital with a presump- 
tive diagnosis of pulmonary tuberculosis. It is in- 
teresting that none of the patients with pulmonary 
osteoarthropathy actually had tuberculosis. The 
final diagnoses were ling cancer in 2 patients and 
pyogenic abscess in 1. Rarely, pulmonary osteo- 
arthropathy may develop in complicated thoracic 
tuberculosis, such as empyema. Given a_ patient 
with pulmonary disease, the discovery of osteo- 
arthropathy (periostitis) by x-ray examination of 
the extremities militates against a diagnosis of 
tuberculosis 


Suppurative Arthritis Complicating Rheumatoid 
Arthritis. J. H. Kellgren, }. Ball, R. W. Fairbrother 
and K. L.. Barnes. Brit. M. J. 1:1193-1200 (May 24) 
1958 [London]. 


The authors report on 12 patients, between the 
ages of 37 and 66 years, with rheumatoid arthritis 
in whom bacterial infection occurred in connective 
tissues and on 13 patients, between the ages of 7 
and 67 years, with monarticular suppurative arth- 
ritis associated in most cases with trauma, pene- 
trating wounds, or an obvious source of infection. 
These 25 patients were the only ones with sup- 
purative arthritis among 91,815 patients admitted 
to the Manchester Royal Infirmary during the years 
from 1950 through 1957; these findings show the 
rarity of the condition. In 9 of the first group of 12 
patients, the condition was a suppurative arthritis 
which was often polyarticular, resembling an ex- 
acerbation of the rheumatoid process. The infect- 
ing organisms were of the coliform group in 2 pa- 
tients and were staphylococci in 10 patients, of 
whom only 3 were sensitive to penicillin. The 
febrile and leukocytic response to infection with 
these organisms was often modified or absent, and 
in some patients the widespread suppuration was 
revealed only by a systematic examination of the 
joints at autopsy. Five of the 12 patients with 
rheumatoid arthritis died, while not 1 patient of 
the 13 with suppurative arthritis died. It seems that 
the prognosis can also be much improved in the 
first group, provided that the correct diagnosis of 
suppurative bacterial infection is made at an early 
stage and the infecting organisms can be cultured 


from either the blood or the infected joint fluid, so 
that their sensitivity to the available antibiotics can 
be assessed. 

The diagnosis in the second group presented no 
difficulty, since the symptoms conformed to the 
classical description of monarticular suppurative 
arthritis. These patients responded promptly to the 
antibiotic therapy, and their illness never became 
serious. The most useful indication of bacterial in- 
fection was increased pain and swelling in several 
joints, accompanied by deterioration in 
health and the occurrence of rigors or unexpected 
discharge of pus. Absence of the normal response 
to bacterial infection with pyogenic organisms pre- 
sented a major difficulty. In some patients staphy- 
lococcic pus was present, the white blood cell 
counts were 4,300 and 5,800 per cubic millimeter, 
and the patients remained afebrile, while other 
patients had fever from the active rheumatoid dis- 
ease, and it was only when the fever increased and 
became remittent that it became apparent that an 
infective process had supervened. Widespread in- 
fection of joints and bones should be suspected in 
any patient with rheumatoid arthritis in whom there 
is a sudden deterioration or an unexplained re- 
mittent fever, especially if a history of rigors can 
be elicited. Aspiration of all the more painful joints, 
with culture of the joint fluid, and repeated blood 
cultures are required, since this appears to be the 
only certain way of arriving at a correct diagnosis. 
If diagnosis can be made at an early stage, appro- 
priate antibiotic therapy and energetic treatment 
can give excellent results in what may otherwise be 
a fatal condition. 


Atypical Heat Stroke with H Acute 
Renal Failure, and Fulminating Potassium Intoxi- 
cation. C. R. Baxter and P. E. Teschan. A. M. A. 
Arch. Int. Med. 101:1040-1050 (June) 1958 [Chi- 
cago}. 


The persistance, after initial diagnosis, of injuries 
attributable to heat stroke indicates that treatment 
with intravenously or orally administered saline solu- 
tions alone may be inadequate to prevent further 
disability imposed by a heat load. Two vital princi- 
ples in the treatment of heat stroke are the rapid 
reconstitution of the circulating blood volume and 
the rapid lowering of temperature. The potential 
volume of the vascular tree is greatly enhanced by 
cutaneous and muscular dilatation to the extent 
that large quantities of salt and water are necessary 
to meet the discrepancy between the existing blood 
volume and the expanded vascular space. The rapid 
dissipation of body heat (which is best accom- 
plished by immersion in ice water until the tem- 
perature falls below 101 F [38.33 C] or by alcohol 
sponging in the absence of shock and excessive 
hyperpyrexia) reduces the quantities of salt and 
water necessary to meet this discrepancy. Thus, in 
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the initial stages of therapy, the administration of 
levarterenol is contraindicated in that the general- 
ized increase in peripheral vasoconstriction reduces 
the blood flow to the body surfaces, thereby im- 

ng heat loss and accentuating the basic physio- 
shock and hyperpyrexia in case patients 
from shock in 


cardia, coma, tachypnea, oliguria, fulminating hy- 
perkalemia, and acidosis. 


heat 
re. Several 
of the 100 patients reported by Austin and Berry 
had an elevated serum potassium level, as did the 
3 patients reported here in whom the central nerv- 
ous system symptoms were severe. Other 
ef patients with bast o 
but definite incidence of oliguria and acute tubular 
necrosis, the development of which has not been 
correlated with the clinical course. Histological 
changes of acute tubular necrosis were present in 
the authors’ 3 patients, although an antemortem 
diagnosis could not be made in 2 in the presence 
of shock. In the absence of prompt diagnosis and 
vigorous therapy a bizarre clinical picture may 
result, including shock, olicuria, and continued 
hyperpyrexia, with abrupt elevation of serum po- 
tassium level resulting in death from 
myocardial intoxication. 
Tuberculous Tracheobronchial Lymph-Node In- 
volvement in Maturity. J. Le Melletier and T. T. 
Caulet. Semaine hép. Paris $4:1425-1436 (May 18) 
1958 (In French) [Paris]. 


Active tuberculosis of the tracheobronchial lymph 
nodes, alone or in association with pulmonary 
lesions, seems to be comparatively common in 
middle-aged and elderly patients. Affected lymph 
nodes larger than a hazelnut were found at ee 
in 14 of 20 tuberculous subjects, aged more than 
40 years. Three were due merely to anthracosis 


found in subjects with caseosclerous tuberculosis 
(6), caseous tuberculosis without significant sclerosis 
(3), and alveolar tuberculosis (2). The specific for- 
mations observed in most of the specimens (9 out 
of 11) appeared to be at least partly recent in origin. 
The combination most often found was the 
in a single node of active tuberculous lesions and 
dense sclerosis that had apparently existed for a 
long time. Extension of the tuberculous process to, 
or rupture of the lymph-node lesions into, the ad- 
jacent organs, especially the bronchi, is the prin- 
cipal anatomic characteristic of this type of lymph- 
node involvement, which is usually found only at 
autopsy, often passing unnoticed during the pa- 
s life. Roentgenographic pictures suggestive 


Disease. G. Levi and C. Almici. 


Osteomyelosclerotic 
Policlinico (sez. prat.) 65:567-577 (April 14) 1958 
(In Italian) [Rome]. 


Four patients with osteomyelosclerosis were hos- 


pallor, general 
mostly in the splenic region, and 
Anemia was present in yo patients, a mild leukocy- 
tosis in 1, and a small decrease in blood platelet 
count in 1. Material obtained by spleen biopsy in 
2 patients revealed the presence of metaplastic 
myeloid tissue. Hardened bone obstructed the com- 
pletion of sternal biopsy in all patients except 1, 
from whom only a small amount of bone marrow 
was obtained. Urobilinuria and indirect hyper- 
bilirubinemia were found in 1 patient only; how- 
ever, the Coombs test and the erythrocyte fragility 
test showed normal values. Roentgenologic findings 
revealed osteosclerotic changes in all skeletal parts 
in 2 patients and in the spinal column only in 2. 
Osteomyelosclerosis is a disease running a chronic 
course. Since every specific therapeutic regimen has 
seemed to be fruitless, the patients were given a 
symptomatic treatment consisting of blood trans- 
fusion and antianemic management. They were 
discharged in an improved but uncured state. One 
patient died shortly after the discharge. Increases 
in both red and white blood cells and enlarged 
histological examination of the resected 
y posi the presence of metaplastic myeloid tissue 
megakaryocytic type. 
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of lymph-node involvement, however, are found in 
many older patients with endotracheal tuberculosis. 

The principal bronchoscopic findings are anthra- 
cotic ulceration and deforming bronchitis. The co- 
existence of tracheobronchial lymph-node involve- 
ment with ordinary pulmonary tuberculosis has 
little effect on the course of the disease, but when 

the tracheobronchial lymph-node involvement, 

1 other patient), the authors describe a progressive either alone or with discrete pulmonary lesions, is 

downhill course, which was characterized by tachy- the dominant condition, the clinical picture is quite 
different. Hemoptysis, sometimes repeated, was the 
warning symptom in 5 of the authors’ patients. 

Recurrent bronchial attacks and enlarged lymph 
nodes in the neck each led to discovery of the con- 
dition in 2 patients, and in 2 others it was detected 
on roentgenologic examination. The course is usual- 
ly torpid, but severe complications, such as pleurisy 
and tuberculous pleuropericarditis, may occur. 
Various nonspecific factors probably enter into the 
development or reawakening of tuberculous 
tracheobronchial lymph-node infection, but un- 
doubtedly the most important are denutrition and 
advanced age, local irritation caused by anthracotic 
or calcareous deposits, and ordinary infections. 
Vv. 
pitalized with the following symptoms: pain in the 
without evident specific lesions. The other 11 were - 
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SURGERY 


Multicentric Carcinomas of the Oral Cavity. C. G. 
Moertel and E. L. Foss. Surg. Gynec. & Obst. 
106:652-654 (June) 1958 [Chicago]. 


Of 732 patients with oral cancer seen at 
the Mayo Clinic during the 10-year period from 
1944 through 1953, a total of 64 (or 8.7%) were 
found to have 2 or more discrete oral cancers. As- 
sociated leukoplakia was found in 75% of the pa- 
tients with multiple oral lesions. An overwhelming 
majority of the patients were users of tobacco, 
particularly in the forms which expose the mouth 
to tobacco juices. The tendency to multicentricity 
shown by patients with oral cancer also extends to 
involve the contiguous squamous epithelium of the 
lips, pharynx, larynx, and esophagus. Fifty-five pa- 
tients with oral carcinoma were found to have 
additional primary lesions in these locations, thus 
raising the over-all occurrence rate of multicen- 
tricity to 16.4%. When oral cancer develops, all the 
contiguous squamous mucous membranes must be 
considered as highly susceptible to future malig- 
nant change. It is the responsibility of the phy- 
sician to insist on frequent and regular follow-up 
examinations, so that any second lesion may be 
detected and treated in its early stages. It is also 
his responsibility to initiate appropriate prophy- 

measures to eliminate any possible sources 
of carcinogenic irritation to these regions. 


Idiopathic Perforation of the Stomach in the New- 
born. K. B. Castleton and F. F. Hatch. A. M. A. 
Arch. Surg. 76:874-881 (June) 1958 [Chicago]. 


After the elimination of those cases of perforation 
of the stomach in the newborn infant thought to 
be due to peptic ulcer disease, to the passage of a 
gastric tube, to the administration of oxygen, to 
trauma of the chest and abdomen, and to obstruc- 
tion, infection, anoxia, intracranial lesions, and 
vascular lesions, there still remains a group of cases 
which constitute an entity better termed “idio- 
pathic perforation of the stomach in the newborn.” 
In order to fall in this category, the case should 
fulfill the following criteria: (1) be that of a new- 
born infant from a few hours to a few days old; 
(2) have no evidence of a peptic ulcer; (3) have no 
evidence of perforation of the stomach by gastric 
tubes or by the administration of oxygen, or of 
trauma to the chest and abdomen; and (4) have no 
evidence that perforation occurred as the result of 
obstruction of the intestine, of vascular lesions of 
the stomach, or of significant cerebral lesions. A 
review of the literature indicates that some 40 cases 
fulfill these criteria. Male patients outnumber fe- 
male patients in a ratio of 


: 
£3 
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sermann reaction. Too few cases have been re- 
ported to fully evaluate the significance of the Rh 
factor. Twenty-two of the 24 patients that had x-ray 
studies showed free air in the peritoneal cavity. 
Operation was done on 23 patients, with 8 survivals. 
None of the infants not operated on survived. The 
muscular layer in 13 of the infants was reported 
absent at the site of perforation and thinned out in 
5 others. Six of the infants exhibited congenital 
anomalies; however, none of them were premature 
infants. Of the 30 cases reported, the site of per- 
foration was on the greater curvature in 22, on the 
lesser curvature in 4, on the anterior wall in 2, in 
the fundus in 1, and in the cardia in 1. 

Typically, the infant is born with little or no 
trouble, is often small, and is frequently premature, 
with a higher than normal incidence of congenital 
defects. He remains well for a few hours and then 
may refuse feedings, vomit, demonstrate a high, 
low, or normal white blood cell count, and some- 
times have fever. In addition to having a tense, 
distended, and often edematous abdomen, he is 
frequently dyspneic and even jaundiced. X-ray 
examination gives a remarkably uniform picture of 
large amounts of free air in the abdomen, especially 
in the upper portion. The only treatment is surgical 
and must be done early, for, as soon as the peri- 
toneum is incised, gas escapes under pressure and 
evidence of peritonitis is seen. The authors report 
3 cases, making a total of 43 cases of this type re- 
ported. One patient is of interest in that his case 
was diagnosed atively; he was successfully 
operated on after the first and second perforations, 
“ag to develop a third perforation from which 

died. 


Results of Treatment for Severe Chronic 
Gastritis. E. S. Judd and C. C. Edwards. A. M. A. 
Arch. Surg. 76:882-887 (June) 1958 [Chicago]. 


An ever-increasing experience with patients who 
exhibited severe symptoms, including repeated 
hemorrhage, and who were given a definite diag- 
nosis of ulcer, polypoid disease, or cancer after 
thorough study by competent internists, but who 
were found on surgical exploration to have only 
severe gastritis, prompted the authors to analyze a 
series of cases in which this problem had presented 
itself. The records of the Mayo Clinic between 
Jan. 1, 1946, and Dec. 31, 1950, were examined to 
obtain material for this study, and revealed 51 
cases of severe chronic gastritis as the proved sur- 
gical pathological entity without any other coexist- 
ing gastric or duodenal disease. The patients 
ranged in age from 33 to 65 years, the average age 
being 50.2 years. The preoperative clinical diagnosis 
proved to be extremely difficult and variable. Gas- 
tric analysis appears to have made only a minor 
contribution to the diagnosis. In a great majority 
of the cases there was unequivocal x-ray evidence 


at the onset of symptoms. Race plays no role, and 

only 1 case had been reported with a positive Was- 


of serious gastric or duodenal disease. Little em- 
phasis was placed on gastroscopy in view of the 
limitations of the procedure. 

Of the 51 patients, 32 had been treated immedi- 
ately by partial gastrectomy, 16 had undergone 
gastrotomy with internal examination of the stom- 
ach and biopsy of at least 1 area of the mucosa, 
and 3 had submitted to vagotomy after biopsy. A 
large group (72%) of patients who had resection 
were considerably improved, as indicated over the 
course of a 7-year follow-up study. Mere gastrotomy 
with biopsy was definitely less successful than re- 
section, although medical management subsequent- 
ly has kept many of these patients relatively 
comfortable. Several patients would appear to have 
been helped by vagotomy. Only 9 of the patients 
had experienced gastrointestinal hemorrhage be- 
fore operation, either melena or hematemesis, or 
both. Two patients of the resection group con- 
tinued to bleed after operation. The exact nutri- 
tional difficulty experienced by the patient was 
rather difficult to evaluate from the history prior 
to operation, and the analysis did nothing to clarify 
this issue. Likewise, it was difficult to assess the 
nutritional status of patients after operation, al- 
though it was learned that 2 patients in the resec- 
tion group had “dumping syndrome” in the early 
weeks after resection and have continued to com- 
plain of rapid filling, weakness, difficulty in main- 
taining their weight, and a constant necessity for 
taking iron and vitamins and for supportive ther- 
apy. The complications after surgical management 
were in no way remarkable. No deaths in the hos- 
pital followed surgical treatment for these patients, 
and none of the patients have yet demonstrated a 
malignant gastric lesion. Thus, when a surgeon is 
confronted with a problem of severe gastritis, hav- 
ing already committed himself to laparotomy, in the 
light of present-day morbidity and mortality possi- 
bilities, gastric resection should be given serious 
consideration. 


Robbins. Am. J. Cardiol. 1:694-705 (June) 1958 
[New York]. 


The authors report on 4 boys and 6 girls, between 
the ages of 6 and 24 months, who were operated 
on for either anomalous left coronary artery or 
primary endocardial elastosis by means of the 
poudrage technique, a relatively simple procedure 
of instilling sterile tale powder into the pericardial 
sac over the surface of the left ventricle. The first 


progressed 

general, than the other 2; he is completely asymp- 
except for heart size. In the second patient, multiple 
premature ventricular contractions and cardiac de- 
compensation occurred 1 year after operation and 
necessitated resumption of digitalis therapy. Ad- 
ministration of digitalis was discontinued 8 months 
later, with no further signs of heart failure but with 
occasional occurrence of premature contractions. 
The third patient continues to manifest very mild 
dyspnea, which has persisted in this degree since 
shortly after the operation. Of the remaining 6 pa- 
tients, 3 died, and the 3 survivors have been fol- 
lowed from 2% to more than 3 years postopera- 
tively. All the survivors are clinically well without 
having received digitalis for more than 2 years. The 
6 survivors of both groups now range in age from 4 
years to 4 years and 9 months and have shown im- 
provement with respect to weight curve (Iowa 
State grid), heart size, and/or cardiothoracic ratio. 
It is felt that considerably more time is necessary 
for absolute proof of the merit of surgical treatment 
with the aid of poudrage, but with up to 4-year 
survival associated with general clinical improve- 
ment in the 6 survivors, the authors are quite en- 
thusiastic that the procedure is beneficial. 


Adrenalectomy for Hyperfunctioning Lesions of 
the Adrenal Cortex. E. H. Ellison and G. J. Hamwi. 
A. ~ A. Arch. Surg. 76:843-856 (June) 1958 [Chi- 
cago]. 


This report of adrenocortical hyperfunction 
problems is based upon cases reported in the litera- 
ture and upon 12 cases in which the patients were 
treated by total or subtotal adrenalectomy; the 
latter include 8 cases of primary Cushing's syn- 
drome, 2 cases of Cushing's syndrome secondary to 
pituitary tumor, 1 case of pituitary aldosteronism, 
and 1 case of congenital virilism associated with an 
adrenocortical carcinoma. For the purpose of clari- 
fication, the lesions have been categorized as (a) 
functioning tumors of the adrenal cortex and (b) 
adrenocortical hyperfunction without tumor. These 
categories are further subdivided into 3 disease 
entities according to the hormone secreted in ex- 
cess: (1) Cushing's syndrome produced by excessive 
hydrocortisone; (2) aldosteronism produced by ex- 
cessive aldosterone; and (3) virilism produced by 
excessive adrenal androgens. On occasion these 
tumors are capable of secreting excessive amounts 
of estrogens resulting in feminization. The adrenal 
cortex is capable of secreting any combination of 
the above factors, so that mixed syndromes mani- 
festing any or all of the clinical findings seen in 
— aldosteronism, or virilism are 
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comparison with their preoperative condition. The 
1 
Vv. 
Surgical Treatment for Endocardial Fibroelastosis 
or Anomalous Left Coronary Artery: Four Years’ 
4 patients operated on have been followed for 4 
years. Of the 4, 1 died during the immediate post- 
operative period; the other 3 are all living and 
well, and none of them is now receiving digitalis. 
All 3 patients seem to be clinically improved in 
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All 8 patients with primary Cushing's syndrome 
are alive and well, the time since operation varying 
from 3 months to 5 years. Age at operation ranged 
from 7 to 52 years. Of the 6 patients on whom sub- 
total adrenalectomy was performed, one required 
the removal of additional adrenal tissue for 
persistence of symptoms, and another required 
replacement therapy. Two patients underwent suc- 
cessful total adrenalectomy. Three of the 8 patients 
with primary Cushing's syndrome developed the 
following postoperative complications: paralytic 
ileus, 1; atelectasis, 2; and infections, 2. Six of the 
§ patients had preoperative systolic blood pressures 
in excess of 150 mm. Hg; 5 of them are now nor- 
motensive. Preoperative blood pressures in the 2 
patients who underwent total adrenalectomy were 
225/142 and 180/120 mm. Hg, respectively; both 
these patients are now normotensive. The single 
operative death in the series was due to hemor- 
rhage secondary to an abnormal clotting mecha- 
nism in 1 of the patients with a primary pituitary 
tumor. Several months after subtotal adrenal- 
ectomy, the 1 patient with aldosteronism developed 
increased intracranial pressure, which responded to 
ventricular taps and eventually to cortisone re- 
placement therapy. The 1 patient with virilism 
menstruated several months ago; her body contour 
is now more feminine, and her general well-being 
is excellent. 

The operative approaches to the adrenal glands 
are many and varied. Several considerations are 
paramount in the selection of an approach. First, 
the surgeon must be able to visualize both of the 
adrenal glands before deciding upon the definitive 
operative procedure. Second, he should be able to 
explore the ovaries for disease simulating cortical 
hyperfunction or tumor. Finally, the site of cortical 
rests should be examined for aberrant adrenal 
tissue. The only procedure found to meet all these 
criteria is the anterior transabdominal approach, 
which permits exposure of all adrenal tissue, in- 


An Evaluation of 

Mammary into the M 

Dogs. H. H. Patt, M. Goldberg, J. V. Clift and B. 

ype J. Thoracic Surg. 35:699-705 (June) 1958 
. Louis]. 


In their studies on the revascularization of the 
myocardium, the authors were particularly inter- 
ested in the internal mammary artery implant. They 
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internal mammary artery into the myocardium of 
the left ventricle, | 11 were operated on after a 6-to- 
12-week period, and a test ligation of the left an- 
terior descending artery was performed. Of this 
group, 10 died promptly of ventricular fibrillation, 
suggesting a failure of the implant to protect the 
myocardium from the effects of left anterior de- 
scending artery ligation. Postmortem examination 
in each of these 10 animals revealed gross and mi- 
croscopic occlusion of the implanted internal mam- 
mary artery. Fourteen of the pigs with internal 
mammary artery implants grew too large to handle 
for secondary operation in the laboratory. These 
were slaughtered at an abattoir, and the hearts 
were removed for examination. In no instance was 
an anastomosis demonstrable between the internal 
mammary artery implant and the coronary circu- 
lation. Only 1 pig in the series of 25 could be con- 
sidered to have a successful internal mammary 
artery implant. 

In another series of tests the authors used mon- 
grel dogs, duplicating the conditions of Vineberg’s 
1946 experiments on internal mammary artery im- 
plantation. A significant anastomosis was demon- 
strable in only 1 of 19 dogs (5.3%) subjected to 
implantation of the internal mammary artery after 
partial ligation of the left anterior descending ar- 
tery. The authors concluded that in their hands 
the implantation of the internal mammary artery 
into the myocardium was not a satisfactory method 
for improving the blood supply to the heart. 


Traumatic of the Aorta. 
L. F. Parmley, T. W. Mattingly, W. C. Manion 
and E. J. Jahnke Jr. Circulation 17:1086-1101 (June) 
1958 [New York]. 


Of 1,174 persons who died of nonpenetrating 
traumatic injury of the heart and aorta and on 


whom autopsy was performed at the Armed Forces 
Institute of Pathology in Washington, D.C., 275 
had rupture of the aorta, and 21 had laceration 
involving only 1 or 2 layers of the aorta. The total 
number of 296 cases of nonpenetrating traumatic 
injury of the aorta suggests that this lesion should 
be suspected more frequently in the traumatized 
person. In 114 of the 275 persons the aortic rupture 
was produced by an automobile accident. The 
aortic isthmus, just distal to the left subclavian 
artery, was the commonest site of rupture; the 
rupture occurred at this site in 124 of the 275 
persons. Thirty-eight of the 275 persons survived 
the initial injury for a time, an over-all survival 
rate of 13.8%, but this figure included those with 
associated cardiac injury. Almost 20% of all persons 
who sustain a traumatic rupture of the aorta with- 
out associated cardiac lesions may be expected to 
survive at least temporarily. One hundred one 
(36%) of the 275 persons had minimal or no external 
evidence of chest injury, despite a high incidence 


cluding sites of cortical rests, as well as exploration 

for ovarian disease. 

selected the weanling pig for their studies primarily 

because its coronary circulation is of the end-artery 

man 

left anterior descending artery in the pig results 

in almost 100% mortality within 15 minutes. Of 

25 pigs which survived the implantation of the left 
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of rib fracture. Although many patients were in 
shock initially, blood pressure was within normal 
range in 10 and became normal in an additional 19 
soon after measures to combat shock were insti- 
tuted. Chest or abdominal pain, dyspnea, tachy- 
cardia, hemoptysis, and cyanosis were the more 
common clinical manifestations. These signs and 
symptoms were most often attributed to other in- 
— frequently to associated pulmonary lesions. 

These observations emphasize that external evi- 
dence of trauma may be minimal and that initial 
evidence of definite cardiovascular injury may be 
lacking. Roentgenologic signs of a widened medi- 
astinum, evidence of persistent thoracoabdominal 
hemorrhage, and the appearance of delayed hemo- 
thorax represent early diagnostic criteria of aortic 
rupture. 

Diagnosis of aortic rupture is easiest in those 
cases in which a traumatic false aneurysm of the 
aorta develops and then remains stable and asymp- 
tomatic. Routine x-ray examination of the chest was 
the means whereby diagnosis was made in 9 pa- 
tients. The causation of the aneurysm is suggested 
when the past history is evaluated in the light of 
the x-ray findings. Prompt diagnosis of traumatic 
rupture of the aorta is essential if surgical treat- 
ment is to be performed before fatal sequelae de- 
velop. Surgical treatment of a traumatic aneurysm 
of the aorta that is producing no symptoms and 
has been shown to have remained unchanged over 

a period of years should be approached only after 
pa ar 1 consideration. Successful surgical resection 
of a traumatic aneurysm of the aorta and repair of 
the defect with aortic homografts in 2 patients are 


Mayo, M. Y. Laberge, and W. M. Hardy. Surg. 
Gynec. & Obst. 106:695-698 (June) 1958 [Chicago]. 


Records of 171 patients who had undergone an- 
terior resection for carcinoma of the rectum and 
rectosigmoid at the Mayo Clinic in 1950 and 1951 
were reviewed, and this series was compared with 
336 cases of anterior resection performed from 1945 
through 1949. The age and sex of the patients, the 
proctoscopic level of the lesions, and the grade of 

gnancy were essentially the same in both 
groups. During the 5-year period from 1945 through 
1949, there were 15 hospital deaths among the 336 
patients, giving a hospital mortality rate of 4.5%. 
For the 2-year period from 1950 through 1951, there 
were 10 hospital deaths among the 171 patients, 
giving a mortality rate of 5.8%. The 5-year survival 
rate was 3.5 percentage points better in the series of 
cases in 1950 and 1951 than it was in the series 
from 1945 through 1949. The results in the total of 
507 patients with carcinoma of the rectum and 
rectosigmoid treated by sphincter-saving anterior 
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resection were compared with results obtained in 
similar patients treated by sphincter-sacrificing pro- 
cedures. It was concluded that the sphincter-saving 
operation compares favorably from the curative 
standpoint with 1-stage combined abdominoperi- 
neal resection or 2-stage posterior resection per- 
formed for lesions in the controversial segment of 
the intestine; that is, those situated between 6 and 
14 cm. from the dentate margin. 

The authors presented these statistics in order 
to demonstrate that adequate radical resection of 
carcinoma of the upper rectum and rectosigmoid 
does not require removal of the rectal sphincter in 
all cases. decision as to whether or not the 
sphincter should be sacrificed in individual cases 
must be made by the surgeon. The decision must 
be based on the technical feasibility of removing 
the lesion from above and of excising the intestine 
far enough below the lesion to accomplish com- 
plete extirpation of any distal spread. When this 
is possible, the surgeon is justified in selecting the 
sphincter-saving procedure 


Surgical Repair of a Traumatic Aortic-Right Ven- 
tricular Fistula. H. King and H. B. Shumacker Jr. 
J. Thoracic Surg. 35:734-739 (June) 1958 [St. Louis]. 


This report is concerned with an aortic-right 
ventricular fistula of traumatic origin. The patient 
was a 15-year-old boy who was hammering a blank 
cartridge when it exploded and struck him in the 
chest. He was dyspneic on arrival at his local hos- 
pital. A loud cardiac murmur was heard. He was 
transferred to the Indiana University Medical Cen- 
ter in Indianapolis 10 hours after injury. He was 
in acute distress. There were 2 small lacerations in 
the third interspace, about 5 cm. from the midline. 
A small amount of subcutaneous emphysema was 
present over the upper chest on the left side. A 
harsh, grade 4 to 5, continuous murmur was heard 
throughout the entire precordial area but most 
loudly in the second left anterior interspace. A con- 
tinuous thrill was palpated in the same area. Fluor- 
oscopy revealed a slight increase in the size of the 

conus and a questionable enlargement 
of the left ventricle. An irregular opaque foreign 
body, measuring 1 cm. in greatest diameter, was 
present in the left anterior mediastinum. The im- 
pression was that the continuous murmur resulted 
from the injury to the chest. Later the authors 
arrived at the erroneous conclusion that the pa- 
tient more likely had a congenital patent ductus 
arteriosus and that the injury was unrelated. The 
site of the injury healed, and the patient was dis- 


At a thoracotomy 10 weeks later, a patent ductus 
was not found. The continuous thrill could be pal- 


l | 
Vv. 
reported. 
Five Year Survival After Anterior Resection for 
Carcinoma of the Rectum and Rectosigmoid. C. W. 
pated through the pericardium anteriorly in the 
region of the base of the pulmonary artery or right 
ventricular outflow tract. In this area there was 


bypass 
standstill was achieved, the right ventricle was 
opened through a vertical incision made downward 
from the base 


if 


eration. tolerance greatly increased 
Five Cases of Aneurysm of the Aortic 
Sinuses (of Valsalva) and Notes on the Prognosis. 
H. G. Davidsen, J. Fabricius and E. Husfeldt. Acta 


autopsy. The absence of severe clinical sym 
before complications have arisen and the short 
time of survival after the a of complica- 


without progression of symptoms; the 
symptoms of rapidly increasing cardiac failure and 
died during operation. In 2 patients the aneurysm 
of the aortic sinus was complicated by a backflow 
to the left ventricle, resulting in a hemodynamic 
condition resembling aortic incompetence. The 5th 
patient had no demonstrable abnormality of the 
circulation and only moderate symptoms. 

The causes of death in congenital aneurysm of 
the sinuses of Valsalva were investigated by study 
of the literature. Death may follow rupture of an 
aneurysm into the chambers of the heart, compres- 
sion of the bundle of His, impairment of the aortic 
valvular function, or secondary bacterial endo- 


aneurysm has ruptured into the right atrium. This 
is provided that (1) a considerable left-to-right 
shunt into the right atrium is present; (2) there are 
no signs of a complicating interventricular septal 
defect; and (3) there is no syphilis, or 
arteriosclerosis. 


Lymphoid Polyps (Benign Lymphoma) of the Rec- 
tum and Anus. F. Holtz and L. A. Schmidt IIL. 
~—s. Gynec. & Obst. 106:639-642 (June) 1958 [Chi- 
cago]. 


lower rectum or anus, composed of lymphoid folli- 


department 
pathology of the University of Michigan Medical 
Center from July, 1935, to June 30, 1955, were re- 
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dense scar tissue and adhesions of the pericardium carditis. Of 17 patients whose records contained 

to the anterior chest wall. Since open cardiotomy information about the localization and size of the 

with bypass of the heart and lungs seemed neces- rupture and the time of survival after the rupture, 

sary, the pericardium was not opened at this time. 10 had rupture into the right atrium. In these the 

At a bilateral anterior thoracotomy, carried out time of survival after the acute onset of symptoms 

about 6 months after the injury, the venae cavae ranged from 1 hour to 3 years. Four patients in 

and the left femoral artery were cannulated, and whom the ruptures measured 8-12 mm. died be- 

fore the end of the second month. In contrast to 

this, 4 patients, who survived for more than 1 year, 

had ruptures measuring 5-6 mm. In 1 patient a 

small communication was supposed to have been 

present for a long time, and death occurred 5 weeks 

edge of the after an episode probably representing a rupture 

sed through of the aneurysm, which widened the communica- 

tion to its final size of 7 mm. One man, aged 67 

years, had complications in the form of fenestration 

of the aortic cusps and died only 12 days after a 

small rupture. The size of the rupture seems to be 

of importance for the prognosis, and the size of the 

shunt as measured at cardiac catheterization should 

be a valuable means of determinating the prognosis. 

nulas were removed, a large part of the scarred Referral to a cardiac center for a detailed diag- 

anterior pericardium was excised. The patient nostic study is advisable for patients presenting 

gained 13 Ib. (5.9 ke.) in the first 8 weeks after op- with sudden precordial pain, dyspnea, and signs of 

rapidly increasing cardiac failure, if the physical 

examination reveals a loud systolic/diastolic or 

) continuous machinery murmur located near the 

g lower end of the sternum. A high pulse amplitude 

and a pistol-shot sound over the femoral artery are 

med. scandinav. 160:455-470 (No. 6) 1958 (In Eng- usually present. The authors believe that surgical 

lish) [Stockholm]. repair of aneurysm of the aortic sinuses is indicated 

of cane only in the small group of patients in whom an 
aortic sinuses, the diagnosis has been made at 
tions mav be responsible for the rarity of diagnosis 
in the living patient. During the last few years 5 
patients with congenital aneurysm of the aortic 
sinuses were observed in the Rivshospitalet of 
the University of Copenhaen. [Rupture of an 
aneurysm into the chambers of the heart involves 
an unfavorable prognosis.] Two of the 5 patients 

had a communication from the aorta into the right So-called benign lymphoma of the rectum is an 

heart. One of these had lived for at least 7 years uncommon, usually solitary, polypoid lesion of the 

cles which are limited to the mucosa and submu- 

cosa. The chief importance of the condition is that 

it may be diagnosed erroneously as malignant 

lymphoma. Synonyms for this rectal lesion are 

lymphoid polyp, polyp of lymphatic tissue, lym- 

phoma, simple lymphoma, abnormal accumulation 

of lymphoid follicles, primary lymphoid tumors of 

the rectum resembling internal hemorrhoids, and 

benign lymphoid hyperplasia of the rectum. All the 

noncarcinomatous or nonadenomatous polyps of 
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3 others a mass protruded at 
Seven patients complained of vague 


losis. The polyps varied from 5 mm. to 3 cm. in 
diameter and occurred from the level of the anal 
sphincter to 14 cm. above this area. None of the 
patients had more than 3 polyps. Twenty-one pa- 
tients could be traced for follow-up. Three had 
died, from 2 to 14 years after removal of the lesion, 
of other causes, and there was no evidence of re- 
currence in these patients. One patient who was 
alive 20.7 years later had symptoms of recurrence. 


sulted in the conclusion that these lesions are the 
result of chronic inflammation, possibly at the site 
of minor anatomic abnormalities. The authors feel 


that the term “lymphoid polyp” may be preferable 
to the term “benign lymphoma.” 


Auscultation as an Important Aid to the Diagnosis 
of Fractures. J. C. Colwill and E. H. Berg. Surg. 
Gynec. & Obst. 106:713-714 (June) 1958 [Chicago]. 

The authors add osteophony, as another classical 
sign present in fractures, to the existing list of local 
swelling, ecchymosis, deformity, crepitus, and local 
bone tenderness. Except for crepitus, osteophony 
is the only one which is directly dependent upon 


scope over one site, the other site is tapped with 
a force similar to that used in percussion of the 
. The sound heard is compared with that 
over an identical area on the opposite ex- 
tremity. The sites for auscultation and percussion 
may be distally removed from the fracture by 1, 2, 
or more joints. In the case of a fracture, the affected 
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conducts a sound of much less intensity 
- than that heard on the compared normal 


The test was applied to 50 normal patients and 
to 50 consecutive patients with fractures. In every 
case of fracture of the long bones, other than the 
impacted fracture of the head of the femur, in 
which x-ray examination demonstrated solid corti- 
cal contact, the test was positive. In all cases of 
fracture about the ankle joint, the test was nega- 
tive because of difficulty in applying the test to 
fragments on either side of the fracture line. In 
1 fractured pelvis the test was negative because 
of adequate cortical contact of at least 1 ramus. 
The authors conclude that this method of fracture 
diagnosis, which utilizes the alteration of sound 
conduction through bone and requires only the 
stethoscope, might prove useful in mass catastrophe 
triage. 


Failure of Migration of the Rectal Opening as the 
Cause For Most Cases of Imperforate Anus. A. H. 
Bill Jr. and R. J. Johnson. Surg. Gynec. & Obst. 
106:643-651 (June) 1958 [Chicago]. 


The authors studied 70 cases of anorectal anom- 
alies during the past 9 years. In 2 patients an anal 
opening was present at the usual site, but one of 
these had a supra-anal stenosis and the other had 
an atresia of the rectum. In this the authors 
discuss a group of 68 infants in whom they found 
no opening at the usual position of the anus. In 
64 of these an opening was demonstrated from the 
tip of the rectum into the lower bladder or pos- 
terior urethra in the male, or into the lower vagina 
in the female, or else anteriorly placed in the 
perineum in either sex. In only 4 patients with 
no opening at the normal anal position did the 
large intestine end blindly. Studies of the embryo- 
logic source material and deductions from their 
own material suggested to the authors that the 
rectal opening normally “migrates” as an almost 
separate entity caudalward during the formation 
of the septum which divides the cloaca into the 
urogenital system and the rectum. When the rectal 
opening reaches the level of the developing peri- 
neum, it appears to be moved posteriorly to its 
normal position where it becomes encircled by the 
separately formed sphincter ani externus. When 
this “migration” is arrested and the rectal opening 
does not reach the normal position of the anus, 
one should expect to find the rectal opening some- 
where along its course. Thus, the concept of “in- 
complete migration” of the rectal opening is sug- 
gested as the probable cause in the majority of 
cases of imperforate anus. 

Other investigators who have reported on large 
series of infants with imperforate anus also empha- 
sized the fact that one must be prepared to find 
an abnormal connection between the rectal pouch 


viewed. There were 24 cases that met the criteria ee 
of “benign lymphoma” or lymphoid polyp. During 
this same period, 7 examples were diagnosed as 
malignant lymphoblastoma primary in the rectum. 
The 24 patients included 16 women and 8 men. 
The ages ranged from 21 to 64 years, with the 
greatest concentration in the 4th decade. 
Sixteen patients complained of rectal bleeding, 
which varied in frequency from an occasional 
streaking of the stool to a loss of one-half cupful 
of blood with each stool. Constipation was the next 
most frequent complaint reported by 9 patients; 
and only 1 patient complained of diarrhea. A mass 
was detected on routine physical examination in § 
defecation. 
rectal pain. In 8 patients there were concomitant 
hemorrhoids, and 1 patient had colonic diverticu- 
Seventeen patients are alive and asymptomatic. 1s 
Histological studies on the lymphoid polyps re- V. 
the break in the bone, rather than the effect of 
trauma upon the surrounding soft tissue. Unlike 
crepitus, or even local bone tenderness, the sign is 
elicited without manipulation at the fracture site. 
Only a stethoscope and the percussing finger are 
required for the test. Ia general, one subcutaneous 
bony area distal and one proximal to the site of 
the suspected fracture are selected. With the stetho- 
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and the genitourinary tract, the vagina, or the peri- 
neum. When an ectopic opening is present and 
yet goes unrecognized, and the rectum is brought 
down to the normal anal position without dividing 
the original opening into the urinary tract in the 
male or the vagina in the female, the results leave 
a good deal to be desired. The ectopic opening 
may be minute or practically microscopic, espe- 
cially in the male. Yet the authors believe that it 
must be found and closed by mobilizing the rectal 
portion downward to form the new opening at the 
position of the sphincter ani externus. The authors 
comment on the classification of abnormalities of 
rectum and anus proposed by Ladd and Gross in 
1934, which allows uniformity in reporting cases. 


NEUROLOGY & PSYCHIATRY 


Encephalomyelitis Myalgica Epidemica, a Disease 
Resembling Poliomyelitis (Epidemic Neuromyas- 
thenia, Benign Myalgic Encephalomyelitis). O. 
Gsell. Schweiz. med. Wehnschr. 88:488-491 (May 17) 
1958 (In German) [Basel, Switzerland]. 


The author reports on 3 epidemic outbreaks in 
Switzerland of a disease resembling poliomyelitis; 
1 in a hospital in Frohburg, canton St. Gallen, in 
1937; 1 in a military encampment in Degersheim 
in 1939; and 1 in another military encampment in 
Erstfeld in 1937. The epidemic in Frohburg oc- 
curred in a gynecologic ward and involved 7 nurses, 
5 patients, 1 physician, 1 nurse's aid, and 3 con- 
tact persons; 3 of the affected persons had pareses, 
8 showed the clinical aspect of meningitis, and in 
6 with fever the disease was abortive. An acute 
onset, a febrile course of several days’ duration, 
stiffness of neck and back, leukopenia, normal cell 
counts in the cerebrospinal fluid (1 or 2 per cubic 
millimeter and only once 8), and slight reactions 
to the gold sol test were noted. Headache, pain in 
joints and limbs, paresthesias, and during convales- 
cence adynamia and lability of circulation were 
observed. The pareses were manifested by weak- 
ness of muscles without absence of reflexes and 
were associated with severe neuralgia in the af- 
fected extremities. Involvement of the air passages 
with bronchitis and with pulmonary infiltration was 
notable, but these disturbances cleared up rapidly 
without complications, and so did the weakness of 
the muscles. Mild recurrences and neurasthenic 
secondary symptoms were observed. All the pa- 
tients recovered without residues. The second epi- 
demic in Degersheim involved 73 young adults, 5 
of whom had pareses, 2 had encephalitic symp- 
toms, 12 showed a meningoneuritic aspect, and 54 
had mild disturbances of the air passages. The dis- 
ease was benign and of short duration, with mild 
fever and complete disappearance of muscular 
weakness. Neuralgic accompanying symptoms were 
observed frequently; of the 19 patients with pareses 
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and meningeal symptoms, 10 had intercostal neu- 
ralgia and pain extending along the course of the 
sciatic and trigeminal nerves. Disturbances of the 
autonomic nervous system, with fatigability, sweat- 
ing, tremor, and tachycardia, occurred during con- 
valescence. The number of cells in the cerebro- 
spinal fluid varied between 1 and 3 per cubic 
millimeter in 13 of 17 patients; 6 and 7 cells per 
cubic millimeter were counted in 2 patients, and 
an increase to 125 and 250 per cubic millimeter, 
respectively, was observed in 2 patients with pa- 
reses. All 73 patients were able to resume their 
activities within 3 months. The third epidemic in 
Erstfeld involved 130 of the 930 persons in the 
military encampment; 6 had encephalomyelitic dis- 
turbances with pareses, 16 had meningeal symp- 
toms, and in 108, with mild disturbances of the 
air passages, the disease was abortive. The number 
of cells in the cerebrospinal fluid and the protein 
content were not increased. There was mild fever 
which was diphasic in 3 patients. Headache, stiff- 
ness of back and neck, myalgia, rhinopharyngitis, 
bronchitis, sweating, and zones of hyperesthesia 
were observed. The pareses were mild and disap- 
peared within 2 to 4 weeks. All patients recovered, 
but some of them were ill for 5 weeks. 

These epidemics were similar to those which 
were observed in other countries, such as Iceland, 
England, South Africa, Australia, and the United 
States, and for which various terms, such as “dis- 
ease simulating or resembling poliomyelitis,” Ice- 
land disease, Akurevri disease, epidemic neuritis, 
benign myalgic encephalomvyelitis, and epidemic 
neuromyasthenia, were used. The authors prefer 
the term “epidemic myalgic encephalomyelitis,” 
since the disease was benign only insofar as there 
were no deaths. All virologic studies gave com- 
pletely negative results. In contrast to poliomyelitis, 
abnormal changes in the cerebrospinal fluid were 
also absent as a rule. There was no evidence of 
muscular atrophy, and tendon reflexes were within 


normal range. 


Thrombosis of the Internal Carotid Artery Simu- 
lating an Intracranial Space-Occupying Lesion. 
E. Clarke and P. Harris. Lancet 1:1085-1089 
(May 24) 1958 [London]. 


Thrombotic occlusion of the internal carotid ar- . 
tery may present many different clinical pictures. 
The authors report the histories of 5 patients, in 
whom an intracranial space-occupying lesion was 
simulated. Cerebral tumor had been diagnosed in 
4 of these patients and a cerebral abscess in 1. The 
first symptoms are produced by gradual encroach- 
ment on the lumen of the internal carotid artery, 
resulting in the syndrome of intermittent carotid 
insufficiency. Initially the transient ischemia does 
no permanent damage to the brain, but an area of 
infarction is eventually produced. There are often 


2 stages in the development of the picture: Bg he 
progressive or intermittent appearance of focal 
symptoms and (2) the features of a space-occupy- 
ing cerebral lesion, which usually necessitate ad- 
mission to hospital. The usual history is one lasting 
weeks or even years, characterized at first by per- 
sistent headache, which is also a common feature 
in other types of carotid thrombosis, but as in 1 
patient of this series headache may be absent. 
Focal or generalized convulsions and progressive 
weakness and paresthesia of the limbs on 1 side, 
mainly in the arm, often appear, and, if the domi- 
nant hemisphere is involved, dysphasia will be 
added. The defects of speech and limbs may ap- 
pear in attacks, with complete recovery between 
them: and these episodes, which presumably result 
from transient cerebral ischemia, mav closely simu- 
late focal epileptic attacks. Eventually permanent 
signs appear. There is also impairment of mental 
state, and this too may be ssive or inter- 
mittent and may be related to disturbance of lan- 
guage function when the dominant hemisphere is 
involved 


On examination in the second clinical phase, all 
the signs of a cerebral tumor may be discovered. 
The patient may be drowsy, and papilledema is 
often present. As in 3 of the patients presented 
here, the papilledema may be bilateral and at 


times greater on the side of the affected cerebral 


hemisphere. Not only the svmptoms and signs but 
also the abnormalities in the roentgenogram, in 
the cerebrospinal fluid, and in the electroencephalo- 
gram may be identical with those due to a space- 
occupying lesion; and an incorrect diagnosis of 
cerebral neoplasm, cerebral abscess, or traumatic 
intracranial hemorrhage mav be made. Only caro- 
tid angiography permits definite differentiation. 
Treatment should, if possible, be carried out be- 
fore comolete arterial occlusion takes place, but 
this is only occasionally feasible. Medical meas- 
ures, such as antispasmodic and anticoagulant 
drugs, have not been very effective in the chronic 
or the acute phases of the disease, and anticoagu- 
lants are thought by some to be contraindicated 
in view of possible hemorrhagic complications in 


profita 

Further Investigations of the Antigenic of 
British Poliomyelitis Vaccine: Reports to the 

dall, T. S. L. Beswick and others. Brit. M. J. 1:1206- 
1900 (it May 24) 1958 [London]. 


The effect of a third dose of poliomyelitis vac- 
cine given 18 months after primary immunization 
was studied in England in a group of 21 children 
+ thee ginally had no antibodies to any of the 3 

of poliomyelitis virus. It was shown that the 
produced 


to all 3 components of the vac- 
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cine substantial antibodies which were similar to 
those produced by children who received their 
third dose 8 to 11 months after primary immuniza- 
tion. The decline in antibody levels during the 18- 
month period between the primary and third doses 
was least in titers to type 2, and this type gave 
the best response to the third dose. 

The serologic response to poliomyelitis vaccine 
was studied in another group of 152 persons, whose 
ages ranged from 13 to 50 years and who, before 
receiving vaccine, had no antibodies to any of the 
3 types of poliomyelitis virus. Two injections of 
vaccine were given at an interval of 4 weeks, and 
antibody levels were determined 2 weeks after the 
second dose. Antibody titers of 1:4 or greater were 
produced by all persons to types 2 and 3 and by 
all except 12 to type 1. 


Neurologic Disorders After Asian Influenza. F. A. 
Horner. New England J. Med. 258:983-985 (May 
15) 1958 [Boston]. 


The author reports on a 20-year-old woman, 2 
boys, aged 8 and 16 vears, and 2 girls, aged 3 and 
14 vears, who were convalescing from Asian in- 
fluenza and in whom certain neurological syn- 
dromes arose. The older boy and the 2 girls pre- 
sented many clinical features in common. In each, 
progressive lethargy, irritability, and stupor oc- 
curred within a few days of recovery from Asian 
influenza. The encephalopathies in these 3 patients 
were characterized in their most severe stage by 
evidence of decortication. Despite the clinical simi- 
larity, the outcome was quite variable. The 16- 
year-old boy recovered completely except for a 
mononeuritis involving the posterior interosseous 
nerve. The younger girl recovered but showed 
marked mental and motor change. The older girl 
died. and autopsy revealed extensive but patchy 
demyelination of the central nervous system; a 
virus having the properties of an Asian strain of 
type A influenza virus was isolated from her lungs 
but not from the central nervous system. The 
younger boy presented a syndrome not uncommon 
in children, for which the terms “acute cerebellar 
ataxia” and “acute ataxia of unknown causation” 
have been used by other workers. The adult pa- 
tient showed the of a disseminated en- 
cephalomyelitis; the possibility of a compressive 
lesion of the spinal cord was entertained because 
of the severe back pain in association with the 
transverse myelitis. However, no block was demon- 
strated by the manometric response of the spinal 
fluid, and no exudate was obtained on aspiration 
of the spinal epidural space. The patient was given 
prednisone in doses of 10 mg. every 6 hours, but 
first she remained paraplegic, with hyperactive 
ae and the cranial nerve involve- 
ment persist inical improvement began 6 da 
after the institution of steroid therapy. 4 
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The hemagglutination inhibition against Japa- 
nese 305/57 virus is a specific serologic test for the 
virus of Asian influenza. The marked elevation of 
titers for both complement fixation and hemag- 
glutination inhibition in the 4 surviving patients 
clearly indicated that these patients were recover- 
ing from Asian influenza. Although the early death 
of the 14-year-old girl precluded diagnosis by 
serologic tests, the virus isolated from the lungs 
showed the laboratory properties characteristic of 
an Asian strain of type A influenza virus. The clin- 
ical, laboratory, and autopsy data in these 5 pa- 
tients support the concept that influenza virus 
infections may be followed by disorders in the 
central nervous system. It appears that Asian in- 
fluenza can cause serious morbidity and even death 
by a reaction in the central nervous system to the 
infection. 


rology 8:461-468 (June) 1958 [Minneapolis]. 


Penman described a method of injecting the 
posterior root of the gasserian ganglion under 
roentgenographic control. Preliminary roentgeno- 
graphic study determined the entry point of the 
needle and the required relationship to the indi- 
vidual patient's skull, further roentgenographic 
study indicating the position of the needle in the 
base of the skull and permitting accurate adjust- 
ment of its depth. The effect of injecting a minute 
amount (0.03 cc.) of procaine was judged by care- 
ful sensory testing in order to deduce the exact 
relation of the needle to the posterior root before 
minimal amounts (0.05 cc.) of absolute alcohol were 
injected. Penman was able to produce immediate 
relief of tic douloureux in 97 of his first 100 pa- 
tients, although 82 later suffered from corneal an- 
esthesia and 15 required tarsorrhaphy because of 
keratitis. The authors have minimized the risk of 
involvement of the opthalmic fibers by modifying 
Penman’s method to the extent that the patient 
now lies in the supine position with the face up. 
The method of insertion of the needle was simpli- 
fied and defined more precisely, and some addi- 
tional sensory observations were made after injec- 
tion. The analgesia produced with the modification 
was that quantity just sufficient to relieve pain, 
thus lessening the extent of numbness and the inci- 
dence of late disturbing paresthesias. 

This office procedure has been used over a period 
of 3 years to treat 45 successive patients with tic 
douloureux (classical trigeminal neuralgia). Seven 
of the patients had had previous surgical rhizotomy 
for this condition; 1 had had no relief, and the re- 
maining 6 obtained temporary relief, with recur- 
rence of pain. Numbness was produced in all 45 
patients, and pain was relieved completely, at least 


tients, and pain recurred. Another injection was 


made in 6 of these patients within 6 months. In the 
remaining 3 patients pain had recurred after 27, 
10, and 11 months respectively. A review of the 
films of the first 7 of these 9 patients showed that 
the needle position was not correct in 4. One pa- 
tient ex very severe and frequent pain 
as well as 2 unusual features: (1) overlap of touch 
sensation and (2) an unexplained delay of a few 


days in the relief of his tic pain. There were no 
serious complications in any case, save for head- 
ache and late painless labial herpes. Total perma- 
— (16%), but in no instance has it led to 

tosis or required tarsorrhaphy. In one patient 
there was impairment of aCcommodation and en- 


paralysis momentarily. A hematoma developed in 
2 patients but did not increase in size, and the 
with 


Macroscopic and 
that lesions of the central nervous system were 
present in 25 infants and 1 fetus in whom death 
occurred in utero, during labor, or shortly after 
birth. Hemorrhages, found in 10 of the 17 born 
prematurely and in 4 of the 9 born at term, pre- 
dominated. Other but less frequent findings were 
oe types of congestive and infiltrative lesions, 
or pseudocalcareous deposits, thickening 
of the medullary leptomeninges, and h 
alus. General conclusions in regard to the deaths 
of newborn infants cannot be drawn from the find- 
ings in these cases, but they do provide a basis for 
certain observations. 1. The anatomic lesions seem 
to be related to a combination of several factors, 
and it is usually hard to say which of these factors 
is predominant. Essentially, they are of 3 kinds: 
(1) the pathological conditions of pregnancy; (2) 
placental changes, usually pony micro- 
scopic lesions in the tien aal (3) the unfavor- 
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| temporarily. Insufficient alcohol was injected into 

the correct portion of the posterior root in 9 pa- 

largement of the pupil for 2 days, another patient 

Alcoholic Gasserian Injection for Relief of Tic experienced abducens palsy for a few minutes, and 

Douloureux: Preliminary Report of a Modification a third patient exhibited nystagmus and 7th nerve 

untoward results. 

GYNECOLOGY & OBSTETRICS 

Contribution to the Anatomoclinical Study of Fetal 

Deaths: Lesions of the Central Nervous System 

(On the Basis of 26 Cases). J. Chosson, H. Payan, 

Mrs. M. Bérard-Badier, G. Zographos and T. Man- 

giapan. Presse méd. 66:893-896 (May 21) 1958 (In 
French) [Paris]. 

| circumstances accompanying labor, chief 

among which is the fetal anoxia that leads to cere- 

bromeningeal vascular congestion. 2. A thorough 

autopsy will usually provide an explanation for the 

death, but in most cases the explanation will be 
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incomplete because of the difficulties encountered 
in trying to arrive at the exact cause. It is not al- 
ways possible, for example, to say whether a 
meningeal hemorrhage was caused by trauma or 
whether it is merely an accompanying lesion. Sim- 
ilarly, it may be difficult to determine the part 
played in the death of the infant by severe disease 
in the mother. Finally, the exact causes of defects 
in the ovum, of hydramnios, and of malformations 
cannot as a rule be determined. 

3. Purely mechanical and obstetric causes be- 
come increasingly evident as the birth weight rises. 
Difficult forceps deliveries and fetopelvic dispro- 
portion are much more important in infants with 
higher birth weights, but even here it is not always 
easy to determine the part due to trauma and that 
due to preexisting fragility. An excellent example 
of these difficulties is provided by a case charac- 
terized by maternal tuberculosis, fetal distress, 
forceps delivery, and cerebral lesions of the menin- 
geal and intraventricular type with a nonspecific 
perivascular inflammatory reaction. 4. Visceral vaso- 
dilatation found after maternal hibernation or in- 
fantile disconnection suggests that hibernation 
should be reserved for severe cases in which the 
advantages of the procedure outweigh its dangers. 
Largactil given in small doses for short periods, 
e. g., during labor, presents no danger. Complica- 
tions, however, must be expected if it is given in 
larger doses and for fairly long periods. 5. Mal- 
formations for which no cause could be found were 
observed in 8 of the 26 infants, or a little less than 
one-third of the cases. Obstetricians should be on 
the alert for curable malformations; some of these 
are not clinically apparent, but they must be de- 
tected early if they are to be operated on in time. 


Cervical Pregnancy: A Case Report. H. W. May- 
berger. Obst. & Gynec. 11:657-660 (June) 1958 
[New York]. 


The patient was a 24-year-old woman who had 
had a normal delivery in May, 1955. In March, 
1956, an ectropion of the cervix was cauterized. A 
Papanicolaou smear was reported negative. The 
patient gave a history of having had her last period 
on Aug. 12, 1956. She had been in an automobile 
accident on Nov. 6 and was emotionally disturbed. 
On Nov. 20 she had a desire to defecate and began 
to bleed. This became more pronounced, and she 
had a sudden gush of clear fluid from the vagina. 
The following day she passed a nonmacerated 
fetus. The cord was severed. Bleeding suddenly 
became brisk, and she was hospitalized because 
shock threatened. After blood replacement and 
with the patient under intravenous Pentothal so- 
dium anesthesia, a speculum was inserted into the 
vagina, and many clots were evacuated. The cervix 
filled the upper vagina and was cup-like in appear- 
ance. Occupying about two-thirds of the ballooned- 
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out cervical canal was the placenta, which came 
to within 1 cm. of the external cervical os on the 
left and extended upward just beyond the midline 
on the right. The placenta peeled away with little 
more difficulty than would be expected from a 
normally implanted one. A finger was introduced 
with ease and without dilatation into the endo- 
metrial cavity, which was found to be small and 
empty. The patient's postoperative stay was un- 
eventful. 

Cervical pregnancy is rare and almost always 
terminates in early spontaneous abortion. Early 
recognition is essential, since complications may 
be sudden, severe, and fatal. Vaginal bleeding, 
usually painless. is the chief complaint, and be- 
cause of the paucity of cervical musculature, with 
the consequent inability to contract, profuse hemor- 
rhage usually follows any attempt at removal of 
the placenta. Trophoblastic invasion frequently 
causes rupture of the cervix. Treatment is directed 
primarily at hemorrhage and shock and varies from 
careful observation to total hysterectomy. Death 
may occur in 20% of cases. 


Pulmonary Hyaline Membrane Contamination of 
the Lungs by Fluid of the Birth Canal: Studies in 
Rabbits Demonstrating a Hazard of Obstetric Anal- 
gesia. F. F. Snyder. Obst. & Gynec. 11:599-616 
(June) 1958 [New York]. 


The author attempted to investigate to what 
extent the fluid and cells of the birth canal are 
present in the lungs of rabbit fetuses which died 
during labor or soon afterward, following adminis- 
tration to the mother of an analgesic agent such as 
meperidine (Demerol), alphaprodine (Nisentil), 
methadone, or various morphine derivatives. Au- 
topsies were performed on 281 rabbits born at full 
term, of which 194 were stillborn and 87 were alive 
at birth but died within 24 hours. The animals be- 
lenged to 130 litters in which at least 1 death 
occurred during labor or shortly afterward; the 
total births were 597, among which 312 fetal or 
neonatal deaths occurred. The analgesic agents 
were administered to the mother during labor at 
31 days. The lungs were contaminated with blood, 
epithelial cells, and amorphous debris in 95% of the 
281 autopsies. Large areas of the alveoli and bron- 
chioles of both lungs were involved in 56% of the 
autopsies. Autopsies were made also on a control 
group of 164 newborn rabbits, the total number 
born in 30 consecutive litters. These were killed by 
chloroform inhalation within 12 hours after birth. 
There were no fetal or neonatal deaths in these 30 
litters in which no drugs were administered. The 
lungs of these control animals showed only minor 
amounts of erythrocytes and cellular debris in the 
air passages; there was no massive contamination 
of the air passages, such as occurred in more than 
half of the perinatal deaths. 


Vv. 
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The entrance of the fluid and cellular debris of 
the birth canal into the air passages demonstrates 
fetal respiration during the second stage of labor. 
Increase in the duration of labor is accompanied 
by increase in the contamination of the air passages. 
The demonstration of fetal respiration during labor 
affords a clue to the origin of pulmonary hyaline 
membrane. The entrance of the contents of the 
birth canal into the fetal air passages during labor 
accounts for the foreign matter in the lungs of the 
newborn rabbit; the displacement of the eosino- 
philic matter in a membrane-like layer along the 
walls of the alveoli and results from the 
expansion of the airpassages with the entrance of 
air. The forei¢n cellular debris in the lungs of litter 
mates expelled th:ough the same birth canal. is 
strikingly similar; however, dispersion of it in the 
form of a film does not occur in the stillborn animal. 
Atelectasis occurs in regions of the lungs which 
show membrane-like distribution of the foreign 
matter. The action of the analgesis drugs during 
labor on the fetus involves narcosis, anoxemia, pro- 
longed exposure in the birth canal, and contamina- 
tion of the air passages. 


PEDIATRICS 


Syndrome with C 
Family and a Critical Review on the Nature of the 

.M.A 


att 


J. Dis. Child. 95:653-688 (June) 1958 [Chicago]. 
The de Toni-Fanconi syndrome, which is a clini- 


ganic aciduria, belongs to a group of diseases based 
on abnormalities in renal tubular function. The 
renal abnormality in patients with the de Toni- 


reabsorption of phosphorus, 
cose along with a deficiency in the tubular mecha- 
nism for reabsorbing base without acid. The 
presence of cystinosis in two patients with this 
syndrome, who belonged to the same family, was 
diagnosed during life by the demonstration of 
typical cystine crystals in the bone marrow and 
the cornea. Both patients developed acidosis and 
rickets at an early age. 
The first patient failed to respond to 

until very large doses of base and vitamin D were 
given, although after the rickets had healed the 
large dosage of vitamin D caused hypercalcemia. 
This patient died during the course of an upper 
respiratory infection, which was complicated by an 


second patient has done quite well save for mod- 
erate dwarfism and minimal rachitic stigmas. De- 
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spite x-ray evidence of healing of the rickets, the 
chemical abnormalities of this disease persisted 
until massive dosage of vitamin D was instituted. 
The acidosis has continued to be resistant to ther- 
apy, and the plasma bicarbonate level has remained 
low in spite of massive doses of sodium and potas- 
sium. However, after intensive vitamin D 

was instituted, the acidosis improved, and 
amount of extra cation required to keep the serum 
bicarbonate level within normal limits was sharply 
reduced. Both patients had an almost constant 
glycosuria, and fasting blood sugar levels indicated 
that the glycosuria was renal in origin. Both pa- 
tients had hyperaminoaciduria, and studies of indi- 
vidual amino acid excretion, carried out with 
filter-paper chromotography, detected 10 amino 
acid spots in contrast to the 3 or 4 spots found in 
normal urine. Increased organic aciduria was de- 
tected in both patients by the titration technique 
of Van Slyke and Palmer. Since the unmeasured 
anion fraction of the plasma was usually within 
normal limits, the organic aciduria is postulated as 
being due to decreased tubular reabsorption of 
filtered organic acids rather than to an increased 
plasma level. Despite the low levels of serum 
phosphorus, both patients had relative h 

phaturia. The second patient demonstrated abso- 
lute calciuria and phosphaturia. Since the de 
Toni-Fanconi syndrome in patients without cysti- 
nosis is similar to the syndrome which accompanies 
cystinosis, it is conjectured that the de Toni-Fan- 
coni syndrome occurring without cystinosis is due 
to an inhibition of the sulfhydryl 

enzymes by a different oxidizing agent which has 
an action similar to that of cystine. If sulfhydryl 
inhibition is the basis for the tubular abnormality, 
the possibilities of developing effective therapy 
are much more promising. 


Eyes of Newborn Infants. P. L. Mathieu Jr. A. M. A. 
J. Dis. Child. 95:609-611 (June) 1958 [Chicago]. 


Since the introduction of the Credé procedure 
for preventing ophthalmia neonatorum with silver 
nitrate, antibiotics have become available which 
are more effective against both gonorrheal and 
other ocular infections common in the newborn 
infant. The changing pattern of maternal infections 
since the advent of the sulfonamides has resulted 
in some instances in a reduction of gonorrheal in- 
fections and a relative increase in the incidence of 
other pathogens. The ability of penicillin to evoke 
sensitization reactions upon topical application 
In view of the diver- 
sity of pathogens that may be encountered in 
neonatal conjunctivitis, it is conjectured that a 


cal constellation characterized by resistant rickets, - 
Fanconi syndrome consists of a deficient tubular Comparison Study: Silver Nitrate and Oxytetra- 
cycline in Newborn Eyes: A Comparison of the 
Incidence of Conjunctivitis Following the Instilla- 
tion of Silver Nitrate or Oxytetracycline into the 
electrolyte disturbance in which hypopotassemia, a 


122 MEDICAL LITERATURE ABSTRACTS 


broad-spectrum, nonsensitizing antibiotic might 
afford the infant more satisfactory protection. 
Oxytetracycline was selected for a trial substitute 
for silver nitrate, as it is effective against the great 
majority of organisms that cause neonatal conjunc- 
tivitis, has been used successfully in treating inclu- 
sion conjunctivitis, does not irritate the eyes as 
does silver nitrate when administered locally, and 
topical application does not sensitize patients to 
subsequent systemic administration of the prepara- 
tion. 

Oxytetracycline was used alone in 908 infants, 
and silver nitrate was used alone in 106 infants. In 
the remaining 125 of a total of 1,139 infants, 
oxytetracycline was used in one eye and silver 
nitrate in the other eve. Of the 106 infants given 
the conventional Credé treatment with 2% silver 
nitrate, a discharge was present with inflamed 
eyes or the lids were swollen in 46% of the infants 
on the first day after instillation. The incidence 
decreased steadily through the 5th day, no dis- 
charge remaining in the eyes of any infant by the 
time of examination 6 weeks later. The 908 infants 
given oxytetracycline showed a much lower inci- 
dence of discharge throughout the first 5 days. The 
highest incidence (8.8%) occurred on the 2nd day, 
the incidence falling steadily to 0.4% on the 5th 
day. None of the 846 babies of this group seen 6 
weeks later had any evidence of opthalmic inflam- 
mation. The third group of infants given silver 
nitrate in one eye and oxytetracycline in the other 
permitted a rigorous comparison of the 2 drugs. 
In this group oxytetracycline was associated with 
a lower incidence of inflammatory reactions, and 
the only instance of a frankly purulent discharge 
from which pneumococcic organisms were recov- 
ered was in an eye in which silver nitrate was used. 
At some time during the first 5 days 6% of those 
given oxytetracycline were affected, compared with 
46% of those given silver nitrate. 


BCG Vaccination of Born Infants. 
F. Eckardt. Monatsschr. Kinderh. 106;261-263 
(May) 1958 (In German) [Berlin]. 


It is generally known that the tuberculin sensi- 
tivity of very young infants is considerably less 
than that of older children. For this reason it is 
surprising that after BCG vaccination a high per- 
centage of premature infants show a positive tuber- 
culin reaction. However, this positive reaction is 
only a reflection of the desired effect; it is not an 
exact indicator of the formation of antibodies. 
Nevertheless, tuberculin tests are now generally 
accepted as indicators of the efficacy of BCG vac- 
cination. The author has used BCC vaccination 
since 1954 in prematurely born infants. The vacci- 
nation was not carried out immediately after birth 
but while the infants were still receiving care for 
prematurity, that is, while they were only a few 
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weeks old. The vaccination was carried out by 
producing 2 wheals on the left upper arm. The 
efficacy of the vaccination was ascertained by tuber- 
culin tests, which were given at different intervals 
after the vaccination. Since many of the infants 
were from rural regions, the follow-up often left 
something to be desired. Thus, when the percu- 
taneous tests proved negative, it was not always 
possible to carry out repeated intracutaneous tests. 

The author reports on 140 premature infants 
who were vaccinated with BCG. The tuberculin 
reaction became positive after vaccination in 132 
(or 94.3%), and it remained negative in 8 of the 
premature infants. The negative outcome of the 
test seems to depend mostly on the extremely 
young age and not on the weight of the premature 
infants, because all 8 negative tuberculin reactions 
occurred in infants who were vaccinated before 
they were 8 weeks old. The interval between vac- 
cination and testing likewise seemed to be of no 
importance in the outcome of the test. No undesir- 
able secondary effects resulted from the vaccina- 
tion. The author concludes that BCG vaccination 
of premature infants is promising in that it protects 
infants against tuberculosis before they are dis- 
charged from the premature station and _ thus 
reduces the period of dangerous exposure to tuber- 
culous infections. 


Quantitative Tests on the Sensitivity to Antibiotics 
of Escherichia Coli Strains Isolated in 1957. L. Téth 
and A. Vérés. Monatsschr. Kinderh. 106:251-253 
(May) 1958 (In German) [Berlin]. 


In the Children’s Clinic in Pécs, Hungary, intes- 
tinal infections due to Escherichia coli became in- 
creasingly resistant to antibiotics. More and more 
children with such infections failed to respond to 
antibiotics, so that in 1957 an institutional epidemic 
developed. The authors made studies on strains 
that had been isolated in 1950, in 1956, and during 
the 1957 . The strains were identified on 
the basis of their O, B, and H antigens by means of 
agglutination. The quantitative sensitivity to strep- 
tomycin, Chloromycetin, Aureomycin, Terramycin, 
and neomycin was ascertained by means of in vitro 
dilution tests. A total of 157 strains of E. coli were 
studied. 

The strains that had been isolated in 1950-1951 
were still without exception sensitive to the broad- 
spectrum antibiotics, but from then on resistant 
strains gradually emerged. The strains that were 
isolated during the epidemic of 1957 proved re- 
sistant to streptomycin, Chloromycetin, Aureomy- 
cin, and Terramycin and were sensitive in vitro 
only to neomycin; this corresponded to the clinical 
experiences. A number of other investigators also 
found neomycin effective in children with dyspep- 
tic-diarrheal disturbances caused by E. coli strains. 
The authors feel that the development of resistance 
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to antibiotics is chiefly due to administering an 
antibiotic without first ascertaining its efficacy, con- 
tinuing its use for prolonged =" and giving an 
antibiotic in low, ineffective doses 


Metastatic Embryonal Rhabdomyosarcoma in the 
Growing Skeleton: Clinical, Radio¢raphic, and 
Microscopic Features. J. Caffey and D. H. Ander- 
son. A. M. A. J. Dis. Child. 95:581-600 (June) 1958 
[Chicago]. 


Five children, all of whom had primary malig- 
nant tumors located in muscles and who presented 
the microscopic picture of embryonal rhabdomyo- 
sarcoma and scattered metastases in the skeleton 
which were identified 1 hi were 
studied. There were 4 boys and 1 girl, ranging in 
age from 2% to 11" years of age. The first sign of 
disease in 3 of the patients was the appearance of 
the primary swelling—located in the dorsal part of 
the thoracic wall in one, in the foot in another, and 
in the orbit in the third. In the 2 remaining patients, 
pain and limitation of motion at the sites of sec- 
ondary tumors in the skeleton—in a shoulder in one 
and in the lumbar spine in the other—were the 
primary clinical manifestations. In these 2 patients, 
primary tumors had been ov erlooked at earlier ex- 
aminations. Roe hically, skeletal changes 
of these metastatic rhabdc mas were al- 
most exclusively destructive, and they resembled 
the skeletal findings of neuroblastoma, both in the 
character of single lesions and in the pattern of 
distribution in different bones. The spine was 
affected more frequently and more extensively in 
these rhabdomyosarcomas than in neuroblastomas. 

Characteristic changes in the blood and bone 
marrow smears readily differentiate multiple leu- 
kemic bone lesions from those of metastatic skeletal 
rhabd Phosphatase activity was in- 
creased to 41 and 44 Bodansky units, respectively, in 
2 cases, and the erythrocyte sedimentation rate was 
accelerated in 2 cases. Biopsy specimens of the pri- 
mary and metastatic lesions and tissue culture of 
microscopic sections provide the only means of 
satisfactory conclusive diagnosis, although the 
tumor may differentiate between the time of the 
initial biopsy and a later biopsy or postmorten 
examination. The identifying histological features 
are the pleomorphism, the pattern of nests of cells 
in the lacunae of a network of collagen fibers, the 
irregular bosselated appearance of the nuclei 
in less well-differentiated cells, the presence of 
fuchsinophil granules in many of the cells, the row 
of small cells along the trabeculae, and the lack 
of a basement membrane. External irradiation was 
effective in the 4 patients in whom it could be used 
satisfactorily. The fifth patient did not respond to 
irradiation, and death occurred shortly after the 
institution of such therapy. Pain, tenderness, mus- 
cular spasm, and limitation of motion were all 


improved after a few days of radiation therapy, and 
it provided pain-free existence for patients 

from excruciating bone pain. Relapses occurred in 
all cases 6 to 8 weeks after therapy had begun; 
radiation became ineffective, and new skeletal 
tumors appeared and grew rapidly in the sites of 
irradiation. Cortisone some relief in 1 
patient for an initial period of several weeks. Rec- 
ognition of and accurate classification of various 
types of metastatic em rhabd 

are essential for better knowledge of the course 
and pathogenesis of this neoplasm and are impor- 


peutic agents against this 
Membranes in the Lungs of Newbom 
Infants. W. H. Bru N ti 


ederl. tijdschr. 
geneesk. 102:662-668 (April 5) 1958 (In Dutch) 
[Amsterdam]. 


In connection with the case of a newborn infant, 
who died 5 hours after birth and in whom hyaline 
membrane was found in the lungs, the author re- 
views the literature on this condition and describes 
the results of pathological studies carried out on 45 
prematurely born infants with hyaline membrane 
in an Amsterdam hospital. He emphasizes that 
hyaline membranes are found almost exclusively 
in 2 groups of newborn ‘infants, namely, (1) in pre- 
mature babies and (2) in full-term children born by 
cesarean section or in presentation, as well 
as twins and infants with hemorrhages into the 
ventricles. Hyaline membranes have their origin in 
a transudate arising from the immature lung tissue 
of premature babies, which is unable to adjust itself 
to postnatal changes in the pulmonary circulation. 
The development of transudation and hyaline mem- 
branes in fully developed children might be ex- 
plained by the hypothesis that the absence of 
physiological compression of the cranium, which 
is commonly seen in twins and in many children 
born by cesarean section or breech presentation, 
results in insufficient stimulation of the 
centers of the parasympathetic vasomotor nerves, 
ogy ventricular hemorrhage causes overstimu- 

tion. 


OTOLARYNGOLOGY 


Laryngeal Stridor in Rheumatoid Arthritis. C. S. 
Darke, L. Wolman and A. Young. Brit. M. J. 1:1279- 
1282 (May 31) 1958 [London]. 


The authors report on 2 men and 3 women, be- 
tween the ages of 57 and 67 years, with advanced 
rheumatoid arthritis in whom laryngeal stridor oc- 
curred. The onset of this complication occurred 
when the generalized joint disease appeared to be 
quiescent. Tracheotomy became necessary in 4 pa- 
tients. Two of the patients died, and autopsy was 
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performed on both. It revealed indisputable evi- 
dence of nerve degeneration and mobile cricoaryte- 
noid joints, even though chronic inflammation of 
the joints was present in 1 patient. In the second 
patient the microscopic changes in the nerves ap- 
peared to be due to ischemic neuritis resulting from 
a rheumatoid type of arteritis of the vasa nervorum. 
The difficulty of distinguishing between an arthritis 
of the cricoarytenoid joints leading to stridor and a 
bilateral abductor paralysis of the vocal cords is 
emphasized. Clinical examination may not provide 
sufficient evidence, and in the final analysis micro- 
scopic examination of the joints, muscles, and 
nerves is needed. Although in patients with rheu- 
matoid arthritis in whom laryngeal stridor occurs 
involvement of the cricoarytenoid joint may be 
responsible, it is not the only factor, and nerve 
degeneration leading to abductor paralysis can be 
the cause. 


of Mastoiditis in the Antibiotic Era. 
R. C. Morrow. Ann. Otol. Rhin. & Laryng. 67:41-60 
(March) 1958 [St. Louis]. 


The author's own observations and the literature 
reports indicate that dangerous complications of 
mastoiditis are continuing to occur. Often they are 
the penalty of reliance on antibiotics alone in 
earlier stages of the disease. Once they occur, they 
may be insidious and difficult to diagnose under 
the cloak of antibiotic therapy. It appears wise to 
go ahead with mastoidectomy if any of the classical 
signs of acute mastoiditis are present, such as post- 
auricular swelling, mastoid tenderness, sagging of 
the posterior canal wall, or x-ray evidence of bony 
breakdown. This statement is made in spite of the 
fact that the author's own series included 22 pa- 
tients with acute and subacute mastoiditis treated 
with antibiotics alone. Unanticipated - intracranial 
extension was sometimes found at operation. Sur- 
gical treatment is indicated when acute mastoiditis 
has subsided after antibiotic therapy, but there 
still is a lingering and unexplained malaise, low- 
grade fever, anemia, leukocytosis, pain in and 
around the ear, headache, or vertigo. 

In meningitis associated with otitis media, the 
possibility of mastoid surgery should be kept con- 
stantly in mind and becomes indicated when the 
patient's progress is not prompt and satisfactory. 
A nonsurgical management with intensive antibiotic 
therapy appears justified when the meningitis and 
the otitis are of simultaneous onset. If, however, an 
ear infection seems to respond well to antibiotics 
but is followed in a week or more by meningitis, a 
masked mastoiditis should be suspected, whether 
or not there is recurrent otorrhea, and surgery be- 
comes advisable. At least 3 groups of meningitis 
cases call for consideration of mastoid surgery: (1) 
those with delayed onset in the course of acute 
otitis media; (2) those with early onset in acute 
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otitis media but resistant to antibiotic therapy; and 
(3) those developing in the course of chronic otitis 
media. The proper control of chronic otitis media 
is an important feature in the prevention of dan- 
gerous complications. Situations demanding prompt 
surgical interventions must be differentiated from 
ordinary exacerbations in the chronic problems, in 
which delay is permissible, conservative treatment 
worthy of trial, and surgery scheduled when con- 
venient. 

In the presence of an acute exacerbation of 
chronic otitis media, certain features must be taken 
as warnings of serious complications. Pain in the 
ear, in a patient whose usual exacerbations are 
painless, is a danger sign. Pain above and behind 
the ear is even more significant. Mastoid tenderness, 
and especially tenderness superoposteriorly to the 
mastoid, should be given serious weight in a 
chronic case. Headache, even if only frontal, is 
important. General malaise, listlessness, anorexia, 
slight temperature elevation, and slight leukocy- 
tosis should be looked on with suspicion. Even mild 
degrees of vertigo or ataxia, changes of mentation, 
or clouding of consciousness should be respected. 
Above all, the observer should follow up even 
subtle suspicions with adequate neurological exam- 
ination, lumbar punctures, electr phalography, 
and other studies and should be ready to operate 
on slight evidence. 


THERAPEUTICS 


Buccally Administered Clinical and 

Observations. I. Innerfield, H. Shub 
and L. J. Boyd. New England J. Med. 258-1069- 
1074 (May 29) 1958 [Boston]. 


Enzyme therapy has been identified as “a new 
avenue of therapeutic approach to the problems 
of thromboembolism and inflammation.” Several 
workers have investigated the possibility that the 
anti-inflammatory effect of proteolytic enzymes is 
due, in part, to their effect on tissue permeability. 
The implied interrelation between proteolytic ac- 
tion on connective tissue and increased tissue per- 
meability suggested that proteolytic enzymes could 
be administered buccally by placing a protease 
tablet or lozenge against the surface of the buccal 
mucosa. This report is concerned with the buccal 
administration of the enzyme, streptokinase. Labor- 
atory studies were made on selected diabetic pa- 
tient. Bleedings were obtained for 10 consecutive 
weeks. The first 4 weeks comprised a control period. 
Tablets containing 20,000 units of streptokinase 
were given buccally 4 times daily to each patient 
during the next 6 weeks. The Ouchterlony gel- 
diffusion technique was utilized for demonstrating 
specific antibodies. The method for determining 
serum antithrombin levels with the use of a human 
thrombin preparation is described. Complete and 
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differential blood cell counts, urinalyses, prothrom- 
bin and fibrinogen determinations, and determina- 
tions of bleeding and coagulation times were 
carried out each week. 

Clinical studies were made on 74 patients, of 
whom 51 presented evidence of recent trauma or 
acute inflammation, including hematoma, cellulitis. 
abscess, upper respiratory infection, and thrombo- 
phlebitis. Twenty-three patients had chronic throm- 
botic or inflammatory conditions, or both, such as 
indolent leg ulcer, retinal vein thrombosis, chronic 
bronchitis. and bronchiectasis. Tablets containing 
20,000 units of streptokinase activity were adminis- 
tered by the buccal route every 4 hours for from 1 
day to 14 weeks. Each patient was instructed to 
retain the tablet either sublingually or in the buccal 
pouch. Several illustrating histories are presented. 
Experimental and clinical evidence was obtained 
that buccal administration of streptokinase in tablet 
form results in mucosal penetration, enhanced 
serum antithrombin activity, and impressive anti- 
inflammatory effects. Enzyme therapy can now be 
used in the long-term management of chronic 
bronchitis, bronchiectasis, retinal vein thrombosis, 
indolent leg ulcer, acne, and migratory phlebitis. 

The mechanism underlying the anti-inflammatory 
or thrombolytic effects of protease remains specu- 
lative. The capacity of streptokinase to participate 
in the conversion of plasminogen to plasmin is 
probably related to the phenomena of clot lysis and 
reversal of inflammation. So far as buccal adminis- 
tration is concerned, the abundance of salivary 
plasminogen provides a substrate for the strepto- 
kinase-plasminogen interaction. Immunological data 
obtained imply that one of the most anti-inflamma- 
tory effects induced by buccal administration of 
streptokinase is the elicitation of specific antistrep- 
tococcic antibodies. Buccal streptokinase therapy 
provides an effective and simple means for revers- 
ing inflammation. Side-effects are minimal. No local 
irritative signs developed in the mouth in any of 
the 74 patients comprising the “clinical” phase of 
this study or in the 14 patients constituting the 
“laboratory” phase. The sole systemic side-effect 
was an occasional mild gastrointestinal disturbance 
of brief duration. 


Chloramphenicol Combined with Tetracycline in 
the Treatment of Brucellosis. M. Parravicini. Ri- 
forma med. 72:477-479 (April 26) 1958 (In Italian) 
[Naples]. 


Sixteen patients, 21 to 52 years of age, with bru- 
cellosis due to Brucella melitensis were treated 
with chloramphenicol combined with tetracycline 
for a period of 7 to 24 days. The values of the 
Widal-Wright agglutination test were high before 
this treatment began. Daily oral dosage of the com- 
bined treatment consisted of 800 mg. of chloram- 
phenicol and 400 mg. of tetracycline. Some patients 
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received daily dosages of 2.4 Gm. of chloramphen- 
icol and 1.2 Gm. of tetracycline at the beginning 


of this study. Since the higher dosage produced 
approximately the same results as the lower dosage, 
subsequently the lower dosage was given to all 
patients. 

Remission of fever developed within 2 to 6 days 
after onset of this chemotherapy in all the patients, 
including 2 in whom the disease tended to become 
chronic. These 2 patients had previously been 
treated with penicillin and chlortetracycline (Aure- 
omycin) without benefit. Relapse of fever devel- 
oped in only 1 patient 30 days after the beginning 
of the treatment. Combined action of chloram- 
phenicol (daily dosage of 1.2 Gm.), tetracycline 
(daily dosage of 600 mg.), and vaccine 
produced remission of fever in this patient in 5 
days. A severe form of stomatitis was as- 
sociated with brucellosis in 1 patie.i, chemotherapy 
brought about complete remission of the former 
after 3 days of treatment. After remission of fever, 
vaccine therapy administered intravenously was 
instituted in addition to the main chemotherapy in 
one-half of the patients, in whom the disease was 
in an advanced stage. No significant difference in 
results was observed between the patients who 
received the additional vaccine therapy and those 
who did not. The patients were followed up for a 
period of 5 to 9 months after remission of dis- 
ease. The treatment was well tolerated. 


Noradrenaline Therapy. D 
baum. Lancet 1:1103-1104 (May 24) 1958 [London]. 


A 56-year-old man was hospitalized 3 hours after 
he had collapsed with severe substernal pain. His 
extremities were cold and blue, his skin was pale 
and clammy, and his temperature was 95.5 F (35 C). 
The pulse was feeble. Electrocardiography showed 
gross ST and T changes in all leads and a complete 
heart block. Four hours after admission there was 
no change in the patient's general condition and 
blood pressure, and an intravenous infusion of 


mediately. The pulse rate rose, and electrocardiog- 
raphy showed that the sinus rhythm had returned. 
The infusion was maintained for 68 hours, after 
which the blood pressure remained normal. The 
dose of arterenol was 20 mg. on the first, 16 mg. on 
the second, and 8 mg. on the third day. Toward 
the end of the third day the peripheral pulses be- 
came difficult to feel. On the 4t 


Gangrene of the Extremities Following Cardiac 
arterenol, 1:200,000 in 5% dextrose, was begun. The 
concentration was increased to 1:100,000 after an 
hour to reduce the amount of fluid administered 

ee intravenously. The blood pressure rose almost im- 
complained of stiffness of the fingers of his left 
hand, and during the next 2 days patches of gan- 
grene appeared on his hands and feet. Thereafter 
gangrene spread gradually up all 4 limbs. No urine 


was passed during the first 36 hours. The patient 
became delirious and progressively weaker. He 
died 14 days after admission. The blood urea level 
on the day of death was 212 mg. per 100 cc. 

Autopsy revealed extensive cardiac infarction. 
The whole of the posterior wall of the right ven- 
tricle, the posterior two-thirds of the interventricu- 
lar septum, and the whole of the posterior wall of 
the left ventricle were necrotic. The left coronary 
artery was much smaller than usual, most of the 
blood supply to the heart coming from the right 
coronary artery, which was occluded by a throm- 
bus. The limb arteries were apparently free from 
thrombus as far as the line of demarcation of the 
gangrene. The liver and the spleen were congested, 
and the kidneys appeared normal. There was mod- 
erate pulmonary edema. Apart from the limbs, the 
testes were the only organs to show ischemic necro- 
sis. The use of arterenol must have made an im- 
portant contribution to the vasoconstriction that 
led to gangrene. The spread of the gangrene for 11 
days after the infusion had been stopped indicates 
the equal or greater importance of the low cardiac 
output. These 2 factors may explain the remarkable 
extent of the gangrene. In the other published cases 
it usually involved little more than the tip of the 
nose and the digits. 


for the Treatment of Chronic Osteomy- 
elitis. E. Marchis and A. Quarta. Riforma med. 
72:499-504 (May 3) 1958 (In Italian) [Naples]. 


Therapeutic results from an Italian 
preparation of spiramycin administered to 16 pa- 
tients and from other antibiotics administered to 8 
patients with chronic osteomyelitis were compared. 
Among the patients of the first group, the disease 
affected the lower extremities in 12, upper ex- 
tremities in 3, and hip bone in 1. A dosage of 2.5 
Gm. of spiramycin given on the first day of drug 
treatment was followed by a daily dosage of 2 Gm. 
given in 4 divided doses for a period of 7 to 10 
days. Spiramycin produced almost complete remis- 
sion of the symptoms of inflammation in 2 patients. 
Partial regression of inflammation ascribed to spir- 
amycin was obtained in the remaining 14 patients, 
who subsequently received surgical therapy. Sur- 
gical wounds were either completely sutured or a 
draining catheter was used for 2 to 4 days. Com- 
plete clinical healing in all the patients was ob- 
served within 10 to 20 days after the operation. 
Combination of drug and surgical therapy was re- 
peated in 1 patient only, and subsequent clinical 
healing followed. 

In order to appraise the extent of healing at- 
tributable to spiramycin and to surgical therapy, 
respectively, comparison was made between the 
patients of the first group who received spiramycin 
and the second group of 8 patients who received 
other antibiotics combined with surgery. These 
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other antibiotics produced partial regression of in- 
flammation in 6 patients. Decrease in leukocytosis 
was the only favorable sign observed in the second 
group. All 8 patients underwent surgical operation, 
and clinical healing followed after a prolonged 
postoperative period. Spiramycin has thus proved 
to be an efficacious therapeutic agent for treatment 
of chronic osteomyelitis. Another advantageous 
feature of spiramycin was a perfect tolerance of the 


patients to the drug, even during prolonged periods 
of drug treatment. 


Nephrotic Syndrome Complicating Mercurial Diu- 
retic Therapy. M. Riddle, F. Gardner, I. Beswick 
and I. - Brit. M. J. 1:1274-1277 (May 31) 1958 


The authors report on 4 women and 1 man, be- 
tween the ages of 61 and 80 years, with congestive 
heart failure who were treated with mercurial diu- 
retics, such as mersalyl, Unephral (a proprietary 
combined preparation of mercuramide and theo- 
pylline), chlormerodrin, and mercaptomerin, for 
long periods. The nephrotic syndrome character- 
ized by heavy proteinuria and generalized edema 
appeared to follow the use of the mercurial diu- 
retics in these patients, 3 of whom died. At autopsy 
the macroscopic and microscopic findings in the 
kidneys were the same in all 3 patients. There were 
necrosis in the renal tubules, and degeneration of 
the epithelium, together with regenerative activity. 
Infiltration of tubular cells with isotropic and aniso- 
tropic fat was also present. These necrotic and 
degenerative changes were most often found in the 
proximal convoluted tubules, but they were also 
seen in the distal convoluted tubules and in the 
loops of Henle. Regeneration of tubular epithelium 
was a striking feature in all 3 patients. The regen- 
erated cells often did not reconstitute the tubular 
linings, but instead formed loose masses in the 
lumens. These pathological changes resembled in 
quality those seen in patients with acute mercuric 
chloride poisoning. An excessive amount of mer- 
cury was found at autopsy in the renal tubules of 
2 patients. None of the patients had any previous 
history of renal disease, and 3 of them had normal 
= when treatment with mercurial agents was 

n. 

These findings strongly suggest that the renal 
damage in these patients should be attributed to 
the long-term mercurial diuretic therapy. It seems 
that the nephrotic syndrome is a more frequent 
complication of such therapy than the literature 
would suggest. The principal warning signs of the 
onset of the nephrotic syndrome complicating mer- 
curial diuretic therapy are: (1) failure of proteinuria 
to decrease after a satisfactory diuresis; (2) increas- 
ing edema, especially of the arms and face, in the 
absence of other signs of cardiac failure; and (3) 
absence of diuresis after mercurial therapy. Treat- 
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ment of the fully developed syndrome proved to be 
unsatisfactory. Early recognition of the condition 
and cessation of mercurial therapy before irrepar- 
able renal damage has occurred are of the utmost 
importance if a fatal outcome is to be avoided. 


PATHOLOGY 


What Cytology Now Offers in the Diagnosis of Bone 
Tumors. A. Sicard, L. Orcel and C. Marsan. Semaine 
hdp. $4:1409-1414 (May 18) 1958 (In French) 
[ Paris 


Many difficulties are encountered in differentiat- 
ing between inflammatory, dystrophic, and tumoral 


whether the underlying process is benign or malig- 
nant. The functional signs are practically the same 
in each case, and the roentgenographic picture is 
made up of shadows which are sometimes so deli- 
cate that no definite opinion can be arrived at. The 
resulting delay in diagnosis, with attempts at em- 
pirical or trial therapy, may mean loss of the time 
during which a cure or stabilization of the lesion 
might be effected. The possible value of cytological 
study as a complementary method of diagnosis in 
patients with bone tumors has therefore been under 
investigation by the authors since 1954. Biopsy, 
either by direct surgical approach in bones that 
are easily accessible or by transcutaneous puncture 
with a trocar, has long been used, but unfortunate- 
ly the results obtained by the histological study of 
bone tissue are not always so certain as those ob- 
tained by the histological study of visceral or soft- 
tissue tumors. Accordingly, the authors decided to 
compare the results obtained histologically with 


ple 
will provide specimens that are satisfactory to the 
cytologist, but specimens for histological study 
must be obtained by drilling with a saw-toothed 
trephine, 4 mm. in internal diameter, mounted on 
a high-speed motor and revolving within a guide. 
The use of this instrument does not cause bleed- 
ing, and it has never, in the authors’ experience, 
been followed by exacerbation or extension of a 
malignant process. Complications that might arise 
when it is used on the vertebral bodies can be 
avoided by a special location finder devised by 
the authors, with which the trephine can be ac- 
curately placed and prevented from penetrating 
too far into the bone. Some of the negative results 
in this series were probably due to the fact that 
this safety device kept the trephine from reaching 
an initial lesion lying deep within the vertebral 


in osseous cytology 
are generally the same as those described in genital 
cytology. The position of the malignant cells in the 
marrow, however, makes it necessary to 


between them and the tumoral cells of the hemo- 
poietic system—something that is often difficult to 
do. No cytological diagnosis could be arrived at 
in 30% of the first 100 cases in which both histo- 
cytological methods of examination 


Rectal Biopsy in the Diagnosis of Amebic Colitis. 
K. Juniper Jr.. V. W. Steele and C. L. Chester. 
M. J. 51:545-553 (May) 1958 [ Birmingham, 
Ala.]. 


Rectal biopsies were done on 14 patients with 
amebic colitis, in whom rectal ulcers were observed 
during sigmoidoscopic examination. Trophozoites 
of Entamoeba histolytica were identified positively 
on a single routine hematoxylin-eosin-stained sec- 
tion prepared from the tissue block from each of 13 
patients. Trophozoites also were found in some of 
the stepdown sections from the Mth patient. In 2 
of the 14 patients the early papular lesions described 
by several workers were seen at the time of sig- 
moidoscopy. A biopsy of 1 of these lesions showed 
an amebic crypt abscess with a small number of 
trophozoites. The superficial type of ulcer seen in 
most of the biopsy specimes.- was in accord with the 
experimental findings of Faust and Kagy, who 
found the interglandular areas to be attacked and 
invaded more often than the crypts in experimental 
infections in dogs; they described a “fan-like” spread 
across the necrotic tips of several adjacent glands, 
which fitted the appearance of many of the biopsy 
specimens obtained from the 14 patients. The pres- 
ence of infiltrating plasma cells and lymphocytes 
about the ulcers, with a noticeable absence of poly- 
morphonuclear leukocytes, corresponded with the 
description by other workers. The large numbers 
of eosinophils sometimes seen about amebic lesions 
in the colon were impressive, and so were the en- 
larged submucosal lymph follicles usually found 
beneath the amebic lesions. The latter often ex- 
tended farther than did the areas of mucosal ulcers. 
The results of this study emphasize the impor- 
tance of the following procedural details: (1) avoid- 
ance of washing out the mucus and exudate, in 
which most of the trophozoites will be found, from 
the rectum by enemas; (2) taking care to include 
any available mucus or exudate with the 
specimen; (3) instructing the technician in the de- 
partment of pathology to include all fragments of 
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were used. This figure is far from satisfactory, but 
it is weighted by early errors and it has been re- 

S| duced by half (15%) in the diagnostic studies made 
during the last year. Moreover, the percentage of 
accurate diagnoses may be expected to increase 
as improvements are made in technique and as 
the characteristics of osseous cytology become 
better known. The routine use of a combination of 
histological and cytological methods in the diag- 

ee nosis of osseous tumors seems, therefore, to be 
lesions of the bone, and in attempting to decide fully warranted. 
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tissue and exudate with the tissue when preparing 
the tissue block; and (4) examining clumps of ex- 
udate and small fragments of tissue, as well as the 
large specimen, for the presence of trophozoites. 
Biopsy of rectal ulcers is not recommended as a 
substitute for examination of fresh preparations, 
since the latter almost always will provide the diag- 
nosis when done properly, and since the procedure 
is simpler. An alert pathologist, however, can recog- 
nize and positively identify trophozoites of E. histo- 
lytica on routine hematoxylin-eosin-stained slides 
in a high percentage of cases of amebic ulcers of 
the rectum, if care is exercised in the collection, 
preservation, and handling of the biopsy specimen. 
In a few cases, the pathologist may be the first one 
to recognize the presence of amebiasis in a hitherto 
unsuspected or undiagnosed case. Biopsy can also 
be used as a supplementary means of diagnosis, 
particularly when staining methods for identifica- 
tion of tes on smears are not available to 
the clinician in practice. 


Serum Cholesterol-Globulin Complex in M 
Myeloma. G. L. Schless. Am. J. M. Sc. 235:562-565 
(May) 1958 [Philadelphia]. 


The author points out that in 1956 Spain and 
associates reported a series of patients with multiple 
myeloma, in whom they noted significantly less 
atherosclerosis in the aorta and coronary arteries 
as compared with patients having cancer and with 
normal individuals. They associated these observa- 
tions with a low serum cholesterol content. When 
similar findings were noted in a patient at the Penn- 
sylvania Hospital, in whom a histological diagnosis 
of multiple myeloma had been made, other reports 
on this problem were reviewed and studies were 
made on 12 patients with multiple myeloma, who 
were collected from 5 Philadelphia hospitals. The 
serum cholesterol content was decreased in 8 and 
was normal in 4 of the 12 patients. Nine of the 12 
wer exhibited an elevation of the serum globu- 

level; seven of the 9 patients had decreased se- 
rum cholesterol values, while in 2 the values were 
normal. Two of the 3 patients exhibiting normal 
serum globulin concentrations had normal serum 
cholesterol values, and in 1 hypochol 
was found. 

Thus, it has been demonstrated that in multiple 
myeloma hyp ster ia is associated with 
hyperglobulinemia. These findings suggest that an 
abnormal globulin molecule becomes associated 
with and binds some of the free serum cholesterol, 
in this manner reducing the amount of free choles- 
terol in the serum. Both hyperglobulinemia and hy- 
pocholesterolemia are of diagnostic value in mul- 
tiple myeloma. Further studies are recommended 
on patients with multiple myeloma in whom hypo- 
cholesterolemia is associated with less than average 
atherosclerosis. 


J.A.M.A., Sept. 6, 1958 


RADIOLOGY 
Peptic Esophagitis and Peptic Ulceration of 
Esophagus. B. S. Wolf, R. H. Marshak and M. 
Som. Am. J. Roentgenol. 79:741-759 (May) 1 
[Springfield, Il.]. 
From the authors’ review of the roent 


findings in patients with peptic esophagitis and 
peptic ulcer of the esophagus, it appears that this 
condition, usually of mild degree, is frequently 
present in association with a hiatus hernia of the 
direct variety. The roentgenologic findings in such 
cases may be minimal. In the presence of a duo- 
denal ulcer or excessive gastric acidity and hyper- 
secretion for some other reason, or as a result of 
intubation and operative intervention with the 
aid of general anesthesia, peptic esophagitis of 
severe degree involving a considerable portion of 
the distal esophagus may occur and may result 
in marked stricture formation. 

There are patients in whom a variable length 
of the distal esophagus is lined by an atypical, 
embryonic, or heterotopic (Barrett) type of epithe- 
lium. This type of epithelium is also yateh to 
inflammation and the occurrence of ulcers, pre- 
sumably under the influence of acid gastric juice 
regurgitated from a hernial sac of (true) stomach. 
An ulcer in such a gastric-lined segment of esopha- 
gus may resemble an ordinary chronic peptic ulcer 
as seen in the stomach. According to Barrett, previ- 
ously reported cases of chronic peptic ulcer of the 
esophagus have been observed in association with 
this developmental anomaly of the lining epithe- 
lium of the distal esophagus which went unrecog- 
nized. He therefore suggested that the term 
“chronic peptic ulcer” of the esophagus should be 
restricted to this type of lesion. Other authors have 
used the eponymic term “Barrett ulcer” for the 
connotation of the same lesion. In the absence of 
an inflammatory complication, the presence of a 
gastric-lined segment of the esophagus is not 
recognizable by roentgen-ray methods and may 
also be overlooked at esophagoscopy. When a dis- 
crete ulcer and/or stenosis is observed by these 
methods at some distance proximal to a typical 
hernial sac, the presence of a gastric-lined segment 
should be suspected. In such instance, the exact 
location of the ulcer or stricture, i.e., whether it 
lies within the gastric-lined segment itself or im- 
mediately proximal to this segment in normally or 
squamous-lined esophagus, must be determined 
by microscopic examination. 

In the presence of a direct hiatus hernia, a peptic 
ulcer of discrete nature may occur in, and be 
localized to, the terminal portion of the esophagus 
without remarkable diffuse involvement of the 
distal esophagus and independent of gastric hyper- 
acidity. When a discrete ulcer is present in the 
terminal portion of the esophagus in association 
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with a hiatus hernia, the possibility that a Barrett 
type of epithelium may be present must be kept 
in mind, since (1) an ulcer may occur at the distal 
margin of the gastric-lined segment and (2) the 
terminal portion of the esophagus may be lined 
by a mixture of squamous and Barrett type of 
epithelium for a short distance immediately proxi- 
mal to the (true) stomach. 


Arteriomesenteric Occlusion of the Duodenum. 
W. P. Bitner. Am. J. Roentgenol. 79:807-814 (May) 
1958 [Springfield, 111.]. 


The author reports on 3 female patients, between 
the ages of 14 and 31 years, and a 33-year-old man 
in whom findings on roentgenologic examination of 
the upper gastrointestinal tract fulfilled the criteria 
for the diagnosis of occlusion of the duodenum by 
compression of the superior mesenteric artery 
where it crosses the transverse portion. These cri- 
teria are as follows: 1. There should be a constant 
dilatation of the duodenum proximal to the mid- 
part of the transverse portion corresponding to the 
point of contact with the sheath of the superior 
mesenteric artery. 2. Normal mucosa of the duo- 
denum should be seen distal to the site of obstruc- 
tion. 3. There should be retention of barium in the 
duodenum beyond the normal limit. 4. To-and-fro 
movements of barium should be observed within 
the duodenal loop proximal to the site of obstruc- 
tion. Other frequently associated findings include 
dilatation of the pylorus and stomach, ptosis of the 
colon and small intestine, ptosis of the right kidney, 
and passage of barium beyond the site of obstruc- 
tion, which may be aided by exerting manual pres- 
sure on the lower abdomen in a cephalad direction 
with the patient in a prone position (Hayes ma- 
neuver). The 4 patients were operated on by dif- 
ferent surgeons, and the roentgenologic diagnosis 
was confirmed in all. The duodenum was opened, 
and a finger was inserted into the transverse por- 
tion; marked narrowing was found, and the pinch- 
cock action caused by the simultaneous pulsations 
of the aorta posteriorly and the superior mesenteric 
artery anteriorly was palpable. A duodenojejunos- 
tomy was , and the recovery was un- 
eventful. 

One of the frequent causes of duodenal stasis is 
a chronic intermittent occlusion of the duodenal 
loop due to compression of the third portion of the 
duodenum by the superior mesenteric artery at the 
point where it crosses over the loop with the su- 
perior mesenteric vein and nerve. It is most fre- 
quently seen in the asthenic patient with lordosis. 
The traction of the mesentery is, therefore, believed 
to be a factor in the causation. Most of the patients 
have a variety of digestive complaints, such as 
epigastric pain, nausea, vomiting, and diarrhea. 
Neurological symptoms are sometimes prominent, 
and the condition is very commonly precipitated by 


severe emotional strain. It is believed that many 
of these patients will to medical treatment 
directed toward the relief of vomiting and the cor- 
rection of dehydration, electrolyte imbalance, hy- 
perazotemia, nutritional deficiency, and anemia, 
and to postural treatment aimed at reducing the 
pressure of the root of the mesentery on the duo- 
denum. Conservative treatment should be assisted 
by psychotherapy, since the problem is not simply 
a mechanical one which can be cured permanently 
by some short-circuiting operative procedure. If 
careful medical therapy is unsuccessful, surgery be- 


comes necessary. Duodenojejunostomy is apparent- 
iy dhe of 
Studies of Varices Before and After 


Portacaval Shunts. J. A. Evans and M. A. Payne. 
Am. J. Roentgenol. 79:760-767 (May) 1958 [Spring- 
field, 


The authors report on 68 patients who had roent- 
genologic examinations for esophageal varices be- 
fore and after a venous shunt for portal hyperten- 
sion. Fifty-seven patients had a portacaval shunt, 9 
had a splenorenal shunt, and 2 had a shunt utilizing 
smaller mesenteric veins. The portal pressure was 
reduced in most patients with portacaval shunts to 
between 15 to 20 cm. by the shunt, and the final 
pressure was from 10 to 20 cm. of sodium chloride 
solution. Postoperative roentgenograms revealed 
disappearance of the esophageal varices within the 
first 6 postoperative months in most patients in 
whom the portal pressure was adequately decom- 
pressed. One patient had a portal vein thrombosis, 
and after the shunt her final portal pressure was 
39 cm. of sodium chloride solution. Postoperatively 
her varices persisted, and 2 years later she again 
had a large hematemesis. There was only 1 patient 
whose portal pressure dropped from 41 to 19 cm. 
after the shunt, who clinically seemed to be well 
and whose successive esophagrams showed large 
varices; this was the only patient in the whole 
series whose esophagrams did not correlate with 
the observed portal pressure changes. Of the 11 
patients with other than portacaval shunts, 6 had 
hemorrhages after the shunts were performed; 5 of 
these did not have satisfactory drops in pressure at 
the time of the operation, and varices remained 
present on their esophagrams. The 6th patient had 
a good postoperative pressure drop, but subse- 
quently thrombosis of the shunt occurred and the 
patient died. Here again, as in the patients with 
portacaval shunts, the correlation of bleeding with 
persistent positive esophagrams was striking. 

These observations show that roentgenologic ex- 
amination of the esophagus for varices is an ex- 
tremely useful diagnostic procedure in following 
the patient with portal hypertension. In the shunt 
series it correlates extremely well with the results 
expected from portal pressure determinations made 
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Diag- 
Lagergren and 
N. Lindvall. Acta radiol. 49:249-268 (April) 1958 
(In English) [Stockholm]. 


The authors report on 52 female and 3 male pa- 
tients, between the ages of 16 and 65 years, with 
renal papillary necrosis. Only 6 patients, all of them 
women, had diabetes mellitus. There was not a 
single case of obstruction of the urinary tract. Fifty- 
four of the 55 patients were examined roentgen- 
ologically; urography was performed as a rule, and 


pvelography was performed only in patients in 
whom the function of the kidney was reduced to 


such an extent that urograms would not have pro- 
vided sufficient information. The papillary changes 
were bilateral in 50 patients and unilateral in 5. 
The necrosis was purely papillary in 24, medullary 
in 12, and both papillary and medullary in 18. In 
21 (38%) of the 55 patients, secondary formation of 
calculi occurred. Typical roentgenologic appear- 
ances were observed in 52 of the 54 patients. 

Only 2 of the 55 patients had an acute fulminat- 
ing course; all the others had either a subacute or 
a chronic course. In the patients with subacute or 
chronic papillary necrosis, renal function may be 
seriously impaired during the acute attacks, so that 
urograms are useless. In the quiet intervals between 
these attacks the kidney recovers its function, 
though this is gradually reduced as the process 
continues. It is particularly typical of papillary 
necrosis that a series of urograms will on one oc- 
casion disclose considerably reduced concentration 
capacity, while on other occasions a normal state 
may be recorded. This variability is due to the fact 
that in the acute attacks, arising through acute 
papillary necrosis, there is a sudden flare-up of the 
infection accompanied by reduced renal function. 
When the necrotic portion has become detached. 
the infection recedes, and there is marked improve- 
ment in the function which may even become 
normal. In contrast to that, there is a progressively 
slow reduction of renal function associated with 
common chronic pyelonephritis, and improvement 
never occurs. When papillary necrosis is suspected 
on clinical grounds and the first urograms have 
given negative results, further examinations should 
be carried out, since a defective papilla is visualized 
in the roentgenogram when the necrotic portion 
has become detached, while in the early stages, 
before detachment has occurred, the roentgeno- 
gram may be normal. 

Renal papillary necrosis is more common than it 
was formerly thought. In recent years the disease 
would seem to have changed its character, becom- 
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ing more benign. As a rule, the disease occurs in 
combination with urinary tract infection and main- 
ly in younger persons, particularly in women. 
Papillary necrosis has no pathogenic relation to 
diabetes mellitus or urinary tract obstruction. The 
condition is complicated to a considerable degree 
by urinary calculi, of which the detached necrotic 
may be revealed by n logic examina- 
tion. In most patients with renal ‘papillary necrosis 
the diagnosis can now be made during life with 
the aid of urography or pyelography; this is im- 
portant, since a clinical diagnosis can otherwise be 
made only with the aid of examination of papillary 
fragments obtained from the patient's urine or by 
surgical removal. 


Possibilities and Limitations in the Use of Conven- 
tional Medical X-Ray Film Under Conditions of 
Nuclear Warfare. H. F. Nitka. U.S. Armed Forces 
M. J. 9:648-653 (May) 1958 [Washington, D. C.]. 


Medical x-ray film is radiation sensitive, but a 
distinction must be made regarding its sensitivity 
when stored, as compared with that at the mo- 
ment it is loaded in a cassette containing 2 fluor- 
escent (“intensifying”) screens, which transform 
x-ray energy into light energy to which the film is 
much more sensitive. The film-screen combination 
is approximately 50 times as sensitive to diagnostic 
x-rays as the film alone. Furthermore, the sensi- 
tivity of x-ray film alone (i. e., without intensifying 
screen) to nuclear gamma radiation is only 1/20th 
of its sensitivity to diagnostic x-rays. In other words, 
when stored in the manufacturer's box, the film 
sensitivity vo nuclear gamma radiation is approxi- 
mately 1/1,000th of its value when actually used 
(with intensifying screen) by the roentgenologist. 
This means that medical x-ray film can be stored 
up to 3 days without significant damage at a radia- 
tion level equal to the maximum permissible dosage 
established to safeguard the health of occupational- 
ly exposed adults, which is 0.3 r per 

There are 3 main sources of significant radiation 
after an air burst of a nuclear bomb: 1. The initial 
burst emits high-energy gamma radiation and neu- 
trons. 2. The neutrons of the initial burst induce 
gamma radiation on the earth to a considerable ex- 
tent within a 1-to-2-mile radius from ground zero. 
3. Radioactive particles are formed in the column 
and the fireball of the burst and yield the so-called 
fall-out. Near ground zero of a nuclear explosion, 
medical x-ray film and equipment are rendered use- 
less. However, general destruction in this area is so 
complete that no means for medical roentgen- 
ography would be available, regardless what roent- 
genographic system would be used. For distances 
greater than 1 mile from a nuclear air burst, storage 
in a basement would provide sufficient protectior 
for medical x-ray film from the initial blast. For 
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in the operating room. It also correlates closely 
with the observed clinical course of the patient and 
alerts the clinician to the danger of impending 
hemorrhage. 
19 
Vv. 


will be adequate in most cases. For transport of film 
through heavily contaminated areas, monitoring of 
dicate the time limit up to which film might be 
usable. As an additional precaution, particularly 
against scattered gamma radiation from the initial 
blast, 2 small concrete or brick vaults, to be placed 

recommended 


Lipomas of the Colon, With Report of Five Cases. 
R. P. Henderson, E. J. Harris and J. M. Packer. 
ata — 79:843-849 (May) 1958 [Spring- 


The authors on 4 women and 1 man, be- 
tween the ages of 38 and 76 years, with lipoma of 
the colon who were admitted to the Mississippi 
Baptist Hospital in Jackson during the last 6 years. 
All the patients were subjected to a roentgenologic 
examination of the colon before surgical explora- 
tion. The diagnosis of lipoma was suggested in 3 


of them. The characteristic appearance of a lipoma, 
the second most common benign tumor of the 
colon, was present in 2 of these 3 patients; it was 
that of an intramural extramucosal tumor with 
smooth margins, slightly lobulated, and with a 
broad base. In the third patient, the smooth mar- 
gins and broad base were also present, but the 
tumor was not lobulated. In 2 of the patients the 
tumor appeared to be somewhat compressible on 
the multiple spot roentgenograms. Lipomas tend 
to be softer than other tumors when compression is 
used. Since the radiolucency of a lipoma cannot 
be recognized on conventional colon examination, 
again compression spot roentgenograms are of help, 


use the margins of the growth may not be 
clearly outlined within the barium-filled colon with- 
out compression. 

The possibility of a lipoma should be considered 
in any case of intussusception in an adult. Surgery 
is the only treatment, and excision is indicated in 
all patients with a tumor of the colon, regardless 


patients. Even a suggestive roentgenologic diag- 
nosis might help limit the resection and make it 
easier for the surgeon to locate a soft lipoma at the 
time of operation. 


and E. Rottini. Minerva med. 49:783-786 (March 3) 
1958 (In Italian) [Turin, Italy]. 


Correlation between nutrition and the serum 
cholesterol level was studied in 97 inmates of a 
women’s jail. This group was selected because of 
the standard diet which the inmates had received 
for a prolonged period of time. The daily diet con- 


fat (19.5% of total calories), and 60.8 Gm. of protein 
(10.5% of total calories); this daily diet amounted to 
2,355 calories. Since the inmates worked, the diet 
was inadequate, being slightly — in protein 


mean serum cholesterol level in the patients was 
223.7 mg. per 100 cc., which is higher than the 
level which the authors consider normal (208 mg. 
per 100 cc.). 

Fifty-two inmates who had spent more than 5 
years in jail had a lower serum cholesterol level 
(220 mg. per 100 cc.) than 45 inmates who had 
spent less than 5 years in jail (228 mg. per 100 cc.). 
This observation is considers 


closely related to the endogenous rather than the 
exogenous nutrient metabolism. Poorly balanced 
diet contributes to the manifestation and to the 
exacerbation of a preexisting metabolic disorder; it 
probably does not initiate one. 


tion and Serum-Cholesterol. B. Lewis. Lancet 
1:1090-1092 (May 24) 1958 [London]. 


The serum cholesterol level is raised by most 
fats of animal origin, but it is lowered by many 
highly unsaturated oils from vegetable and marine 


level. Cholesterol is excreted mainly as bile acid 
both in the rat (taurocholic acid) and in man (gly- 
cocholic acid). In the experiments described, 3 pa- 
tients with complete bile fistulas were studied, the 
bile acid output being followed during manipula- 
tion of the serum cholesterol level by administra- 
tion of various fats and oils. Sunflower-seed oil (by 
mouth) and cottonseed oil (intravenously), which 
are both highly unsaturated, produced a remark- 
able increase in rate of cholic acid secretion, 


the 
which preceded the fall in serum cholesterol level. 
saturated fat such as hydro- 


On the other hand, a 
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surface blasts, protection against fall-out radiation PHYSIOLOGY 

must be considered in addition to shielding against ) 7 = 

the initial blast. Basement storage of film material 

ee sisted of 400 Gm. of carbohydrates (which consti- 

for film storage. The danger of reducing the — tuted 70% of total calories received), 50.1 Gm. of 

diagnostic value of a roentgenogram due to con- 

tamination of the developer solution is considered 

insignificant. Medical roentgenography with con- 

ventional x-ray film will be feasible in the neighbor- 

hood of a nuclear explosion without extreme 

measures for protecting the film. recently been taken to correct the situation. The 
that almost all the inmates who had spent more 
than 5 years in jail were more than 40 years old 
and were thus in the age bracket in which an ele- 
vated serum cholesterol level is frequent. The au- 

a thors believe that the serum cholesterol level is 
to identify the mechanism or mechanisms by which 
these unsaturated oils lower the serum cholesterol 

of the roentgenologic impression as to the nature 

of the tumor. Lipomas do not become malignant, 

but they are symptomatic in more than 80% of the 
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genated coconut oil, did not affect the bile acid 
output but raised the serum cholesterol level. These 
findings support the hypothesis that the mechanism 
by which the serum cholesterol value is reduced by 
certain vegetable oils involves accelerated catabol- 
ism of cholesterol to cholic acid. 


P@PLIC HEALTH 
A Twenty-Year Appraisal of BCG Vaccination in 
the Control of Tuberculosis. J. D. Aronson, C. F. 
Aronson and H. C. Taylor. A. M. A. Arch. Int. Med. 
101:881-893 (May) 1958 [Chicago]. 


The value of BCG vaccination in the control of 
tuberculosis among 8 American Indian tribes living 
in 5 widely separated areas has been investigated 
over a period of 20 years. Tuberculin-negative 
school and preschool children, grouped by age and 
sex, were divided by alternation into 2 groups. A 
group of 1,551 received an intracutaneous injection 
of BCG vaccine, while a group of 1,457 received 
an intracutaneous injection of isotonic sodium 

ide solution and served as controls. Twenty 
years after the study was initiated, in 1956, the 
areas were revisited, and 1,547, or 99.7%, of the 
vaccinated and 1,448, or 99.4%, of the controls were 
accounted for. Of the BCG-vaccinated, 104, or 6.7%, 
had died during the 20 years: 0.54% of tuberculosis, 
3.0% of nontuberculous disease, and 2.9% of vio- 
lence. Among the controls, 150. or 10.4%, had died 
of all causes: 4.7%, of tuberculosis, 2.9%, of non- 
tuberculous disease, and 2.9%, of violence. The 
ratio of deaths from all causes of vaccinated to 
controls was 1:1.5; the ratio of deaths from tuber- 
culosis was 1:5.2; and the ratio of deaths from non- 
tuberculous disease and violence was 1:1. 

Among the vaccinated tuberculosis was respon- 
sible for 12.5% of all deaths, while among the con- 
trols tuberculosis was responsible for 45.3% of all 
deaths. In the control group the percentage of 
deaths from tuberculosis among females was twice 
as great as that among males, but in the vaccinated 
group both sexes had the same percentage of deaths 
from tuberculosis. Under the conditions of this 
study, a 15-year follow-up would have been suffi- 
cient to establish the value of BCG vaccine, since 
during the last quinquennium only 1 death from 
tuberculosis occurred among the vaccinated and 3 
among the controls. 


An Outbreak of Infectious Hepatitis on a College 
Campus. W. Clark, D. Sachs and H. Williams. Am. 
J. Trop. Med. 7:268-279 (May) 1958 [Baltimore]. 


In the fall of 1952, an epidemic of infectious 
hepatitis was observed among the faculty and stu- 
dent body of a privately operated coeducational 
college in South Carolina. At least 222 individuals 
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were affected, the over-all attack rate being 8%. 
The outbreak was abrupt in onset, short in dura- 
tion, and all its characteristics suggested a common 
source of infection. Cases were distributed through- 
out the campus population with great uniformity, 
with 2 exceptions: disproportionately low attack 
rates (0.4%) were observed in students who lived 
off the campus, and disproportionately high attack 
rates (17 to 50%) were observed in student workers 
in the common dining hall. Although every evidence 
pointed to a common source and mode of infection, 
these could not be determined with certainty. 

While nothing could be found pointing directly 
to water or milk as the source of infection, it is 
perhaps unwise in the case of infectious hepatitis 
to use the same criteria for the purity of milk and 
water supplies as would be applicable for less 
hardy infectious agents. It is possible that the 
hepatitis virus could remain a source of infection 
after treatment adequate to remove other kinds of 
agents. A recent epidemic in New Delhi, India, 
presumably caused by virus present in water with 
acceptable coliform counts, is evidence of this. 
Possibly the explanation for the outbreak lies in 
an understanding of its relationship to the epidemic 
in a smaller school. Use of contaminated fresh pro- 
duce by the 2 institutions remains an intriguing 
possibility. 


Isolation of ECHO Virus Type 9 from an Outbreak 
of Aseptic Meningitis with Rubelliform Rash, To- 
ronto, 1956. |. V. Sultanian and A. J. Rhodes. Canad. 
J. Pub. Health 49:181-185 (May) 1958 [Toronto]. 


Thirteen antigenically similar strains of a virus 
were isolated in tissue cultures from 10 patients 
during an outbreak of aseptic meningitis, associated 
with the appearance of a rubelliform rash, in To- 
ronto and vicinity in the summer of 1956. Nine of 
these viral strains were recovered from the feces 
and 4 from the cerebrospinal fluids of these pa- 
tients. The agents were readily isolated in human 
amnion and in the epithelial cells of kidneys of 
monkeys. Neutralization tests showed that they 
were antigenically related to the enteric cytopatho- 
genic human orphan (ECHO) virus, type 9. Unlike 
the prototype ECHO 9, the isolates were patho- 
genic to suckling mice, and the lesions produced 
were similar in many respects to those caused by 
some of the Coxsackie viruses. Serologic studies 
showed that the isolates were poor antigens. The 
fact that some of the viruses isolated from patients 
during the outbreak of aseptic meningitis, with 
rubelliform rash, were recovered from the spinal 
fluid, that all strains were antigenically similar, and 
that neutralizing antibodies developed in the con- 
valescent serums of the patients is further evidence 
rise to a specific disease 
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| BOOK REVIEWS | 


Fundamentals in Cardiology. By John B. Wild, M.D., 


25 Broad St., 299 Queen 
St., W., Toronto 2B, Canada, 1958. 


This book by a clinical physiologist describes in 

graphic form the hemodynamic changes recorded 
in the various chambers of normal hearts as com- 
pared with hearts that are abnormal due to valvu- 
lar disease or shunts. The data presented resulted 
from cardiac catheterization studies of valvular and 
congenital heart disease. The physical findings of 
each type of heart lesion discussed are pointed out 
and emphasized in reference to the hemodynamic 
etiological factors involved. The author wrote the 
monograph particularly for the student, intern, and 
resident because of the need for this type of text- 
book in teaching curriculums. He was aware that 
the data was scattered throughout the medical 
literature of the past 10 or 15 years, and by compil- 
ing it into a small, compact volume he has per- 
formed a welcome service. 


Tuberculosis in Animals and Man: A Study in Compara- 
tive Pathology. By John Francis, D.Sc., M.R.C.V.S., Profes- 
sor of Veterinary Preventive Medicine and Dean, Faculty of 
Veterinary Science, University of Queensland, Brisbane. 
Australia. Cloth. $18. Pp. 357, with illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2; Cassell & Co., Ltd., 35 Red Lion Sq., London, 
W. C. 1, England; 210 Queen St., Melbourne; 26-30 Clar- 
ence St., Sydney, Australia, 1958. 


The author's book “Bovine Tuberculosis,” pub- 
lished in 1947, provided a basis for one section of 
this book. The subject of avian tuberculosis, includ- 
ing infection of wild birds and of mammals with 
avian tubercle bacilli, was aided by the study by 
Feldman in 1938, and many other original and 
authentic sources were used. The incidence of tu- 
berculosis in cattle is estimated, and methods of 
diagnosis, control, and eventual eradication are 
outlined. The relationship of the three types of 
tubercle bacilli and of the human and bovine tuber- 


culosis epidemics is discussed. Infection of man 
with bovine-type bacilli and the so-called skin 
tuberculosis of cattle, important because it sensi- 
tizes to tuberculin, are discussed, with reference to 
similar conditions in buffaloes and in man. The pur- 
pose of the book is to provide a modern account of 
tuberculosis in all the species for which there is 
reliable information. Tuberculosis offers an ideal 
field for the application of the comparative method, 
and it is hoped the account given will contribute 
to a better understanding of tuberculosis as a 
whole and.provide a general picture of the disease 
at a time when a determined effort is being made, 
in both the medical and veterinary fields, to eradi- 
cate this infection. The three sections cover bovine 
tuberculosis, tuberculosis in animals other than 
bovine, and a comparison of the pathology and 
epidemiology of tuberculosis in animals and man. 
This is a valuable volume to set beside Koch's orig- 
inal paper (1884), Straus’s classic “La Tubercu- 
lose et son bacille” (1895), Calmette’s “L'infection 
bacillaire et la tuberculose,” Cobbetts's “The Causes 
of Tuberculosis” (1917), and the massive reports of 
the British Royal Commission on Tuberculosis. As 
a reference book, it should find an honored place 
for a long time. The illustrations are well chosen 
and of high grade. The pleasing arrangement adds 
to the book's attractiveness. 


Care of the Premature Infant. By Evelyn C. Lundeen, 
R.N., Supervisor, Premature Infant Station, Sarah Morris 
Hospital of Michael Reese Hospital, Chicago, and Ralph H. 
Kunstadter, M.D., F.A.C.P., F.A.A.P., Attending Pediatrician 
and Vice-Chairman, Department of Pediatrics, Michael 
Reese Hospital. [Portions of book appeared formerly under 
title The Premature Infant, by Julius H. Hess, M.D., and 
Evelyn C. Landeen, R.N., 1941, 1949, Lippincott Company.] 
Cloth. $8. Pp. 367, with 87 illustrations. J. B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; 4865 West- 
erm Ave., Montreal 6, Canada; Pitman Medical Publishing 
Company, Ltd., 45 New Oxford St.. London, W. C. 1, 
England, 1958. 


This is an excellent textbook, especially for 
nurses, It is written by two well-qualified persons 
and covers the entire problem of prematurity in a 
simple, clear, and concise manner. The sections on 
organization of the station for premature infants, 
nursing routine and techniques, and feeding and 
feeding techniques are especially commended. 
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Assistant Professor, Department of Internal Medicine, Mem- 
ber of Cardiovascular Laboratory, University Hospital, lowa 
City, lowa. Cloth. $4.50. Pp. 83, with 16 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave.. 
These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 
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QUESTIONS AND ANSWERS 


ANTIBIOTICS AND PROLONGED 

STEROID THERAPY 

To tHe Eprron:—What is the general consensus of 
opinion on the need for antibiotics in conjunction 
with cortisone therapy in terms of the patient on 
long-term cortisone therapy, as in arthritis or 
some of the collagen diseases? The need for close 
scrutiny to recognize any infection that may de- 
velop is realized, but would it be considered 
necessary to give an antibiotic in conjunction 
with cortisone to prevent the development of 
infection? 

Ernest B. Miller, M.D., Manistee, Mich. 


Answer.—Antibiotic therapy in prophylaxis should 
not be given with long-term corticosteroid therapy. 
Antibiotic therapy should be used in the presence 
of an active infection after the organism has been 
isolated and sensitivity studies done. 


GRAFTS FOR THIRD DEGREE BURNS 
To tHe Epiron:—In applying split-thickness grafts 
to a third degree burn, is it better to remove the 
granulations down to a firm yellow base or to 
apply the grafts on top of the granulations which 
are clean (bacteriologically) and healthy? If the 
nulations are removed, what method should 
used so as not to lose too much blood and to 
prevent oozing of blood beneath the applied 
split-thickness grafts? M.D., New York. 


Answer.—In third degree burns it is best to slice 
granulations off in sheets, leaving a smooth yellow- 
ish base. The granulations must not be scraped. 
Grafting is more successful on a clean base. Hemos- 
tasis should be completely controlled before any 
graft is applied. Control of capillary oozing is usu- 
ally effected by means of warm, wet sponges which 
are applied with pressure. If bleeding persists, the 
offending vessel may be clamped with a hemostat 
and crushed. If this is not completely effective, a 
no. 0000 or 00000 catgut may be used. Sometimes 
the application of topical thrombin with pressure 
is also effective. If possible, the use of catgut should 
be avoided, because during the absorption of this 
material a localized necrosis takes place at the 
site of the catgut, although this is usually inconse- 


BAGASSOSIS 


To tHe Eprror:—Please give information on bag- 
assosis due to sugar cane sensitivity. 


Howard H. Ingling, M.D., Springfield, Ohio. 


Answer.—Bagassosis is a pneumoconiosis due to 
the inhalation of bagasse dust, bagasse being the 
name for the dried pulverized stalks of sugar cane. It 
is of importance as an industrial hazard in two prin- 
cipal areas: where cane sugar is manufactured and 
in plants where bagasse is processed into insulating 
board. The best control measure is prevention, 
either by adequate forced ventilation or by having 
exposed workers wear protective filtering masks. 
Clinically, bagassosis tends to be subacute, with 
fever and cough the outstanding symptoms. Large, 
conglomerate radiopaque areas may be seen on 
chest roentgenograms. After the patient is no longer 
exposed to the cane dust, symptoms usually clear 
in one to three months. There is no specific treat- 
ment, but patients may be relieved of troublesome 
symptoms due to hypersensitivity to protein com- 
ponents of the dust by antihistamines or steroids. 
They should be watched closely for secondary bac- 
terial pulmonary infection in order that appropriate 
treatment may be begun promptly. 


HANDLING TUBERCULOUS SPECIMENS 

To tHe Eprror:—What is the best procedure for a 
pathologist to follow in handling actively tuber- 
culous autopsy and surgical specimens, with re- 
spect to minimizing the hazard of infection to 
himself and to laboratory technicians and obtain- 
ing technically satisfactory slides within two or 
three weeks after receipt of the specimen? The 
custom in this laboratory is to fix such specimens 
in 10% formalin for 10 to 14 days before cutting 
them. Please evaluate the reliability of this tech- 


nique. M.D., Massachusetts. 


Answer.—To reduce the hazard to the surgeon, 
pathologist, or laboratory technician who wishes to 
obtain specimens of tissue from actively tuber- 
culous lesions, the first consideration is the realiza- 
tion that tubercle bacilli are most dangerous when 
present as minute invisible droplet nuclei in the 
air inspired by the exposed person. The greatest 
source of such droplet nuclei is from opening ten- 
sion cavities. In this consultant's laboratory, an 
ultraviolet lamp emits monochromatic rays of 
2,537 A directly over the autopsy table where the 
sectioning is done. If possible, it would be desir- 
able to insufflate, under atmospheric pressure, 10% 
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quential. A massive pressure dressing should be 

applied after the operation is complete. 

The answers here published have been prepared by competent au- 

thorities. They do not, however, represent the opinions of any medical 

or other organization unless specifically so stated in the reply. Anony- 

mous communications cannot be answered. Every letter must contain 

the writer's name and address, but these will be omitted on request. 


bronchus communicating 
with off the channel. This not 
only insures the death of the contained bacilli with- 
in a but 

tu 


tagion. If it is mandatory to open a fluctuating le- 
sion prior to formalin fixation, one may cover the 
lesion, umbrella fashion, with filter paper soaked 
in 70% alcohol or other disinfectant and cut be- 
neath the filter paper so that the escaping spray 
ed by the antiseptic-soaked filter 
ng this, one should wear gloves 
and a face mask. Fixation of sections of tissue 2 or 
3 mm. in thickness for one week in 10 volumes of 
10% neutral formalin is sufficient both for steriliza- 
tion and for histological preparation. Neutral for- 
malin is the most widely used fixative and is suit- 
able for the greatest variety of subsequent histo- 
logical procedures. 


TRAUMA AND SARCOMA 
To tHe Eprron:—What is the relationship of trau- 
ma to the cause or aggravation of an osteosar- 
coma or Ewing's sarcoma? 
A. F. Barnett, M.D., West Frankfort, Ul. 


Answen.—There is no good evidence that trau- 
ma of any kind has ever been known to produce 
an osteosarcoma or Ewing's tumor. A severe bruis- 
ing injury or a fracture which involved an osteo- 
sarcoma has been thought to cause an accelerated 
rate of growth of the malignant lesion. It would 
seem reasonable to assume that the same would 
be true of a Ewing's tumor or any other malignant 
bone tumor. Aggravation of a preexisting malignant 
tumor of a bone has been determined by court de- 
cisions, and in several instances by the Industrial 
Commissioners of the State of Illinois, where a pa- 
tient had suffered a fracture through the tumor 
area. 


FLATTENING OF ONE SIDE OF THE HEAD 

To tHe Eprrorn:—A baby, 11 months old, always 
sleeps with his head turned to the right, lying 
flat with the remainder of the body. The head 
shows perceptible flattening on the affected side. 
The anterior fontanelle is closed. What measures 
should be taken to correct this? If flattening per- 
sists, is there any risk of cerebral damage? 

M.D., Connecticut. 


Answer.—It is difficult to change the sleeping 
impo of an infant 11 months old, as by that time 
can roll over at will. As a preventive measure 
for such a condition, a very young infant should 
be made to lie part of the time on each side, back, 
and abdomen. Infants prefer, as a rule, to face a 
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source of light, and the position of the bed can 
be changed from time to time so that he is not 
always facing the light from the same position. 
Inasmuch as an 11-month-old infant sits or stands 
much of the time while awake, unless a torticollis 
exists while sitting no permanent damage can re- 
sult. The infant should be placed on his abdomen 
before falling asleep or, if he will not fall asleep 
in that position, turned on his abdomen as soon 
as sound asleep. The flattening of his head on the 
affected side will not cause any cerebral damage 
and will largely disappear over the next few years. 
However, if a torticollis (holding the head to one 
side) does exist when he sits or stands, orthopedic 
care is indicated ( possibly a shortened sternocleido- 
mastoid muscle may be the cause ). 


SALMONELLA CARRIER 

To tHe Eprror:—A 39-year-old woman was treated 
for enteritis caused by a salmonella infection in 
January, 1958. She was given 250 mg. of chlor- 
amphenicol four times a day for one week. Be- 
cause of a persistent positive stool report of Sal- 
monella paratyphi B var. java from the state pub- 
lic health laboratory, she was again given chlor- 
amphenicol, this time for two weeks. Her stool 
cultures have remained positive. Findings on 
complete x-ray and sigmoidoscopic examinations 
were essentially negative. She had an appendec- 
tomy in 1946. She is asymptomatic. What is sug- 
gested for treatment? 


Harry W.. Depew, M.D., San Diego, Calif. 


Answer.—The failure of the patient to respond to 
treatment with chloramphenicol is evidence that 
the organism is either resistant to the antibiotic in 
the dosage given or may be in her gallbladder or 
bile ducts and hence inaccessible to the drug. Since 
there is no assurance that treatment with other 
antibiotics would cure the carrier condition and 
since the patient is not a food handler, this con- 
sultant would recommend no further treatment. In 
many cases the carrier condition clears in a matter 
of months, and for that reason stool cultures should 
be taken at six-month intervals to see whether the 
carrier state persists. 


BIOLOGICAL ACTIVITY OF BANK BLOOD 
To tHe Eprror:—What is the proportion between 
biologically active oxyhemoglobin and the 
hemoglobin in bank blood with A.C.D. solu- 
tion added as an anticoagulant, according to 
examination, as supplied by blood 
nks? 


Alfred R. Ross, M.D., Cape Vincent, N. Y. 


Answer.—Bank blood (with A. C. D. solution, 
anticoagulant) 1 day old is indistinguishable from 
21-day-old bank blood as judged by 
examination, both being within the range of nor- 
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the assessment of the character and extent of the 
lesion. At this time the cavity can be sectioned in 
any desired manner without undue danger of con- 
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mal. In vivo survival studies provide a measure of 
biological activity of the erythrocytes and their 
hemoglobin. Such studies show that virtually 100% 
of erythrocytes survive normally in the recipient 
if the bank blood is preserved with A. C. D. solu- 
tion and is infused no later than 10 days after 
donor venesection. In contrast, bank blood admin- 
istered 21 days after donor venesection shows nor- 
mal survival of over 70% of the infused erythrocytes, 
the rest (together with their hemoglobin) being 
removed from the recipient's circulation within 24 
hours of infusion. 


BITTERNESS IN THE MOUTH 
To tHe Eprron:—A man, aged 57, complains of a 
strong taste of bitterness in his mouth and throat 
all the time regardless of what he may eat or 
drink or the kind of work he may do. This sensa- 
tion began after his tonsils were removed Feb. 
7, 1958. Findings on all examinations have been 
essentially negative. The only thing found was a 
fairly large hiatus hernia. 1s it possible that there 
be a regurgitation of digestive fluids or bile 
which would cause the taste of bitterness in the 
mouth? What else might cause this disagreeable 
sensation? 
Frank R. Ruff, M.D., Fresno, Calif. 


Answer.—The complaint of “bitterness in the 
mouth and throat” is not an uncommon one. There 
are probably a good many causes, but in most 
instances the complaint is of a functional nature, 
related to acrophagy, dietary habits, poor elimina- 
tion, and dental care; at times there is an associated 
compulsive neurosis. The possibility of regurgitant 
esophagitis associated with an esophageal hiatus 
hernia could receive consideration. Esophagoscopy 
and roentgenologic examination should help to de- 
termine this. It is unlikely that repair of such a her- 
nia will eliminate this symptom. Rarely is the actual 
cause of this unpleasant symptom found. 


EMOTIONAL PROBLEMS FOLLOWING 

ORGANIC BRAIN DISEASE 

To rue Eprrorn:—A 42-year-old man had a cerebral 
hemorrhage a year ago, causing a hemiplegia. 
He is sufficiently recovered to resume a responsi- 
ble job, but he has sought psychiatric help be- 
cause he is prone to outbursts of rage toward 
his family and is fearful of being destructive. 
Are emotional following organic brain 
disease amenable to psychotherapeutic help? 


M.D., Indiana. 


Answer.—A person suffering from the after-ef- 
fects of organic brain disease can be helped by 
psychotherapy insofar as he is a reasonable indi- 
vidual. It may be concluded that he can be rea- 
soned with, since he has been able “to resume a 
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responsible job.” Having suffered a cerebral hemor- 
rhage which left him with a hemiplegia, there is 
obvious destruction of brain tissue, and, therefore, 
he may be said to have suffered a “lobotomy.” 
Where lobotomies are done for therapeutic rea- 
sons, it is not uncommon to find the patients lack- 
ing control of emotional outbursts after such op- 
erations. In any case, where there is a lack of 
emotional control, there is potential danger of 
destructiveness. Psychotherapy would, therefore, 
have to be directed toward giving the patient an 
understanding of his margin of safety and leading 
him to the realization that he has to keep within 
that margin. Otherwise, he may get out of emo- 
tional control. A review of recent literature does 
not reveal any specific reference to the use of psy- 
chotherapy in organic brain disease, but the same 
principles that are used in the treatment of any 
mental illness certainly apply in this case. Con- 
sequently, any standard textbook on psychotherapy 
would give the essential techniques. 


GYNECOMASTIA AND RESERPINE 

To tHe Eprron:—A 75-year-old man with hyper- 
tensive vascular disease gives a history of having 
had a malignant tumor of the testis removed 
with supplemental x-ray therapy in about 1932. 
There is no sign of recurrence. Twice, when his 


- dosage of reserpine was increased to a maximum 


of 3 mg. per day, he developed a definite en- 
largement and tenderness of the right breast with 
edema of the areola and darkening of the nipple. 
There has been a slight reaction on the left nipple 
with no breast enlargement. On withdrawal of 
this therapy, the ia subsided com- 
pletely. Please give an explanation of this oc- 


currence. 
David Gregory, M.D., Glasgow, Mont. 


Answer.—There is no reason to suppose that the 
mammary response to high doses of reserpine was 
in any way related to the occurrence of a testicular 
tumor a quarter-century before. Stimulation of the 
mammary gland, however, may occur rarely in 
either sex as a side-effect of high doses of the 
tranquilizing rauwolfia or phenothiazine products. 
Continued administration probably would have led 
to milk secretion. Animal experiments indicate that 
this phenomenon is due to the release of pituitary 
lactogenic hormone (prolactin) associated with 
inhibition of gonadotropic hormones. A sensitivity 
of this type is no contraindication to the use in 
such a case of what would probably be the safest 
antihypertensive therapy, namely, a combination 
of smaller doses of reserpine with other drugs, such 
as hydralazine hydrochloride, ganglionic blocking 
agents, or chlorothiazide. Properly individualized 
combination therapy may permit the use of smaller 
doses of all drugs concerned, in which their sepa- 
rate side-effects would be minimized or absent. 


Ve 
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PERSISTENT “BLINKING” IN A CHILD 


To tne Eprror:—An 8-year-old girl, in good health, 
began to “blink” her eyes about one year ago. 
An ophthalmologist found nothing wrong with 
her eyes, but the patient says they feel irritated. 
She is allergic to some foods. Could this be due 
to a nutritional deficiency? Her diet seems to be 
well balanced. What are the causes of such a con- 
dition? Please give suggestions for therapy. 


Jerome Kogan, M.D., Stamford, N. Y. 


Answer.—“Blinking” in a child may be caused 
by several things: 1. Recurrent irritants. This is 
most unlikely except in such instances as constant 
exposure to chlorine or other chemicals in a swim- 
ming pool. 2. Low-grade, persisting infection of 
the cornea or conjunctiva. This, in the experience 
of this consultant, is not common but is possible 
and might well be established by the use of ap- 
propriate laboratory procedures. 3. Allergic con- 
junctivitis. This condition is not common either, 
but it is a decided possibility, and clinical appear- 
ance and appropriate laboratory procedures would 
help to establish this diagnosis also. 4. Disease of 
the central nervous system. This, too, is an uncom- 
mon cause. 5. “Nervous habit.” Such is the most 
common cause of blinking in children and is fre- 
quently seen in children who pull their hair, fiddle 
with their nose and ears, chew their fingernails, 
and suck their thumbs. If organic cause has rea- 
sonably been ruled out, an effort should be made 
to ignore the blinking completely and, if necessary, 
to seek psychiatric or psychological advice. It is 
doubtful that nutritional deficiency would play any 
part in this condition. It is not common to find that 
local irritation, in the form of either low-grade 
infection or allergy, will start the blinking, and this 
may continue as a nervous habit. The use of sooth- 
ing washes containing soda and soothing drops 
containing a slight amount of anesthetic and anti- 
septic and, probably, the oral administration of 
one of the antihistamines would seem to be help- 
ful in cases which continue to be nonspecific in 
nature. It must be recalled that, unless the blinking 
is severe, any treatment may tend to prolong a so- 
called nervous habit. 


GENETIC BACKGROUND FOR LEUKEMIA 

AND DIABETES 

To tHe Eprror:—A baby is up for adoption. The 
grandfather of this baby is a diabetic; a first 
cousin died of leukemia. The would-be adoptive 
parents want to know what effect this history has 
on the future of the baby. 

W. A. Rauch, M.D., Manitowoc, Wis. 


Answer.—There is no evidence as yet to indicate 
a strong genetic background for leukemia, and, as 
it is only the first cousin of the baby who was 
affected, this factor can be ignored in planning for 
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adoptive placement. The likelihood of the baby 
becoming diabetic is considerably higher because 
of the high frequency of diabetes in the whole pop- 
ulation. The frequency of diabetes in the population 
eventually turns out to be as high as 3 or 4%, but it 
is, of course, a great deal lower than this in chil- 
dren. The evidence seems to be that diabetes is a 
recessive trait which is carried by perhaps as much 
as one-fifth of the population. Consequently, this 
baby and all other babies have a reasonable chance 
of developing diabetes at some time. However, with 
proper therapy it does not cut down their life ex- 
pectancy and, indeed, is not a very serious problem 
in most cases. This consultant's recommendation 
would be for the adoptive parents to go ahead and 
adopt the baby and to pay no further attention to 
the problems of leukemia and diabetes beyond 
what any well-educated couple would do in having 
occasional physical check-ups for their children, 
which, of course, include a urine sample. 


THINNING OF HAIR IN WOMEN 

To tHe Eprror:—A 37-year-old woman was seen 
because of weight loss and alopecia, present for 
five or six months. She also has a mild anxiety 
neurosis. Her history is noncontributory, and 
findings on physical examination were completely 
within normal limits except for generalized thin- 
ning of scalp hair, several areas being almost 
completely bald with no new hair growth noted. 
Please give suggestions or information on treat- 
ment for this condition. M.D., Kentucky. 


Answer.—Thinning of the hair in a woman ap- 
proaching 40 years of age and loss of weight are 
nonspecific findings and are not indicative of any 
diagnosis. Many conditions may cause thinning of 
the scalp hair in an adult. However, it is assumed 
that the patient has no seborrheic dermatitis, tricho- 
tillomania, or alopecia areata, any recent illness or 
pregnancy, or exposure to an overdose of x-rays. 
Dermatologists are encountering more and more 
of this type of alopecia. It is tempting to theorize 
as a masculinizing tumor or premature menopause 
with a disturbance of the androgen-estrogen bal- 
ance to the male side. However, many of these 
cases are due to less exotic causes, such as the use 
of cold waves or hair straighteners. If this is the 
situation, the hair will break off rather than fall 
out. The patient often will interpret this as a bald- 
ness due to shedding of the hair rather than to its 
rupture. Discontinuance of such chemicals results 
in a “cure” in one to three months. Excessive brush- 
ing is to be deplored. If these suggestions are not 
applicable to this patient, she should be subjected 
to an expert endocrinological analysis and a search 
should be made for a masculinizing tumor, such as 
an arrhenoblastoma of the ovary. Treatment with 
estrogenic substances may be indicated by such a 
survey. 
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DISSOLVING CORNEAL OPACITIES 


To tne Eprror:—Has a new drug been made avail- 
able for the treatment of amblyopia in a diabetic 
patient? A 79-year-old woman has had diabetes 
for 35 years. Eye tests revealed no cataract or 
other condition and the presence of acid and 
sweet tears. The blood sugar level was 150 mg. 
per 100 cc.; the urine was free of sugar. Her main- 
tenance therapy has included insulin, 10 units of 
the 80 units per cubic centimeter concentration, 
and lente insulin, 30 units of the 80 units per cubic 
centimeter concentration. A scum has formed 
over the eyes, producing blurred vision. Attention 
has been drawn to a medicine, given in drop 
form, that will dissolve this coating on the eyes. 
Please give information on such a drug. 


Roy Millsap, M.D., Los Angeles. 


Answen.—Amblyopia as a complication of dia- 
betes can be due to numerous conditions. In a 79- 
year-old person who has had diabetes for 35 years, 
it would be unusual not to find diabetic retinopathy. 
The “scum” over the eyes refers, apparently, to 
corneal opacities. The only corneal opacity that can 
be dissolved is that due to calcium infiltration, as 
in band-shaped retinopathy, which gives a pathog- 
nomonic picture on biomicroscopic examination 
with the slit-lamp. For treatment, a chelating 
agent is used, edathamil calcium-disodium (calcium 
disodium ethylenediaminetetraacetate, EDTAA), 
0.37%, with a 0.1% solution of sodium bicarbonate, 
which is sterilized by boiling. After the corneal 
epithelium is peeled off, the solution is dropped 
into the eye continuously for 15 minutes. The pre- 
pared solution is obtainable in quantities of 100 cc. 


MERCURY AND ACRODYNIA 

To tne Eprror:—Has a relationship between acro- 
dynia and mercury absorption been established? 
For some reason diaper rashes in a patient are 
much more frequent and persistent lately. These 
rashes formerly responded to treatment of the 
diapers with bichloride of mercury. Another help- 
ful ointment was ammoniated mercury. Is it wise 
to give up the use of these mercurials, at least 
in children up to 3 years of age? 

Blackwell Sawyer, M.D., Toms River, N. J. 


Answer.—At present the exact cause of all cases 
of acrodynia is not established, but mercury, and 
at times other heavy metals, as the cause is the best 
substantiated and documented. If these heavy met- 
als are mv etiological agent, - there must be an 
unusual tissue sensitivity or idiosyncrasy to the 
chemical compounds. The finding of mercury in 
the urine, the frequency of a history of ingestion 
of some mercury compound, and the response to 
dimercaprol weigh heavily in favor of mercury as 
being the etiological agent. Warkany and Hubbard 
(A. M. A. Am. J. Dis. Child. 81:335, 1951) found 
mercury in the urine of 25 of 28 children with the 
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disease, and in the 3 with negative findings there 
was a history of taking mild mercurous chloride. 
Franconi and others (Helvet. paediat. acta 3:264, 
1948) reported positive urinary findings in 19 of 20 
cases and Holzel and James ( Lancet 1:441, 1952) in 
61 of 94 cases. Bichloride of mercury and boric 
acid are used much less frequently than formerly to 
prepare diapers because of the hypersensitivity and 
toxicity reported from their use. There are several 
commercial compounds on the market that are ef- 
fective and less toxic than bichloride of mercury. 


EXCESSIVE SALIVATION IN PARKINSONISM 
To tne Eprror:—Is there anything which can be 
used to check the excessive salivation which oc- 
curs in patients with Parkinsonism? 
M.D., lowa. 


Answer.—There is nothing effective for the ec- 
cessive salivation which occurs with this condition. 
The various drugs used in the treatment of other 
symptoms have a drying effect on the mucous mem- 
branes in varying degree, but they are ineffective in 
stopping excessive salivation. 


SERUM CHOLINESTERASE AND 
MYASTHENIA GRAVIS 


To tHe Eprror:—In Tue Journar for June 21, 1958, 
page 1057, a question was concerned with 
cholinesterase levels in a patient with myasthenia 
gravis and a history of frequent exposure to 
various and sundry insecticides. The consultant 
indicated that he had no evidence that chronic 
residuals from insecticides affect the level of 
serum cholinesterase. | would therefore like to 
direct attention to the report by Quinby and 
Lemmon (J. A. M. A. 166:740-746 [Feb. 15] 
1958). In some of the cases of poisoning due to 
parathion residues reported by these workers, 
laboratory determinations indicated decreased 
cholinesterase activities in plasma, as well as in 
erythrocytes. These findings imply that blood 
cholinesterase levels are affected by residuals 
from certain insecticides. 

George X. Trimble, M.D. 
1401 Chestnut Ave. 
Long Beach 13, Calif. 


The above comment was referred to the con- 
sultant who answered the original question, and his 
reply follows.—Eb. 


To tHe Eprror:—The article by Quinby and Lem- 
mon applies to residual insecticides left on the 
crop, not to residual symptoms that accompany 
low cholinesterase levels in the serum. In their 
report the values returned to normal ranges in 
three to six weeks after exposure. As far as is 
known, this kind of chronic poisoning is not re- 
lated to myasthenia gravis as was stated in the 
question. 
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